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1. Study for state licensure 
2. Plan class lectures 
3. Brush up on current practices 


Phis thoroughly revised New (2nd) Edition outlines every course in the practical nursing curriculum. 
Important points are immediately emphasized to help you in studying. 

Over 470 self-testing questions are asked about problem situations you meet everyday in your nurs- 
ing. They are of the multiple selection type. One or several answers may be right. The correct answers 
are in the back of the book, so you can easily check your answers. 


Put the entire field of practical nursing at your fingertips. Here are some of the topics 
covered: 


Structure and function of the body meeting common emergencies 

normal nutrition nursing the aged 

microorganisms mental illness 

community health the newborn infant 

the patient unit the mother 

aids to diagnosis and treatment nursing in childhood and adolescence 
the giving of treatments nursing in acute communicable diseases 


Many changes have been made in this revision to bring every discussion completely up-to-date. 


1. Separate sections have been added on mental health and cancer 


~ 


2. New outlines have been included on normal nutrition and microorganisms 
3. More emphasis has been placed on the responsibilities of the practical nurse 


t. Safety meaures have been given greater prominence 
». Many helpful cross references and headings have been added 

6. The section on rehabilitation has been enlarged 

7. New discussions are included on the skin and on the gastro-intestinal tract 

This study companion will greatly aid you in organizing notes, reviewing for tests or for state licensure 
Teachers will find it an excellent work plan in preparing lectures and examinations. 


By HELEN F. HANSEN, R.N., M.A., Formerly Instructor, California Lutheran Hospital School of Nursing, Los Angeles; Educational Director 


University of California School of Nursing, San Francisco; Inspector, Schools of Nursing, State Department of Public Health, California; Assist 
ant Director, Mount Sinai School of Nursing, New York City; Chief, Bureau of Registration of Nurses, California; Executive Secretary, Board of 
Nurse Examiners, California; Director, Sacramento Junior College School of Nursing, Sacramento. 398 pages, illustrated. $4.25. 


New (2nd) Edition! 


W. B. SAUNDERS COMPANY _ 
West Washington Square, Philadelphia 5, Pa. 


Send me Hansen's Study Guide and Review of Practical Nursing 


I enclose a check or money order for $4.25 [) C.O.D. plus handling charges 
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Dear Reader: 
With this issue, NURSING WORLD ana you embark together on a new venture. 


In these complex times, with the heavy demands made on nurses increasing so 
rapidly, nurses are taking advantage of every facility available to help solve the 
problems created by these demands. 


Nurses are faced with the staggering problem of keeping pace with the varied and 
complex changes that are being made in the profession (and in society), so that they 
may give better service on a professional level. 


Keeping these problems and needs in mind, NURSING WORLD is charting a course to 
bring you—and others like yourself, whose time is limited, but whose interests 
are not—coverage of today's developments in nursing. 


As you will notice in this issue, ideas and opinions of some of our outstanding 
nursing leaders are presented—ideas that can be applied to our everyday problems. 


Next month we shall initiate a new feature — a monthly interview with a prominent 
nursing authority. In May, Agnes Ohlson, president of the American Nurses' Associa- 
tion and the International Council of Nurses, will give her views on several issues 
affecting nurses and nursing. This is only one of several provocative new features 
we have planned. Whatever your general or specialized interests may be, you will 
find in future issues helpful information on all subjects. 


As Sister Charles Marie Frank points out in her article on page 14, there are 
"hurdles in the way ahead" for nursing. NURSING WORLD, now under new ownership and 
management, is pledged to a program designed to bring these hurdles into the light 
and help to overcome them. 


As explained in the March issue, your subscription is being extended for two 
months so you'll be sure to receive the full number of issues due, but not published. 
The issues that were omitted were the November 1957 and the January 1958 issues. 

The publisher and staff join me in thanking you sincerely for the patience and 
understanding which you have shown during this period of transition. 


Sincerely, 
Virgencvoe A TWuner RN 


Virginia A. Turner, R.N. 
Editor 
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IN THIS ISSUE BP Ninsing Winld 


COVER: At the Second Annual Din- 
ner of the Department of Nurse Edu- 
cation, New York Univ., Dr. Martha 
Rogers, chairman of the department, 
presented its annual Award of Honor 
to Dr. Ruth B. Freeman. A story of 
the event appears on page 7. 












POON NURSING 


ewh steps vo the trond 


‘Tehown 


- sid 


Dr. Ruth B. Freeman, R.N., Ed.D., president of the National League 
for Nursing and recipient of this year’s Award of Honor, presented 
by the Department of Nurse Education, New York Univ., discussed 
the need for “Leadership in Nursing” (page 8) at the department’s 
recent annual dinner in New York City. Dr. Freeman is presently 
associate professor of public health administration at The Johns 
Hopkins Univ., Baltimore, Md. 


A new teaching aid, recently 
adopted for use by the Univ. 
of Nebraska’s Psychiatric In- 
stitute, is the subject of 
“Teaching By Telecommunica- 
tion”, (page 12), which was 
written by an old friend and a 
new NURSING WORLD con- 
; tributor. Theresa G. Muller, 
Theresa Muller Marjorie Hook 2&.N., is well-known to our 

readers for her articles on psy- 
chiatric nursing. Dr. Marjorie J. Hook, R.N., Ed.D., currently assist- 
ant professor of nursing, Univ. of Nebraska, served with the U.S. Air 
Force during World War II and was clinical instructor of medicine 
and surgery at St. Luke’s Hospital School of Nursing in Denver, Colo. 





There are “Hurdles in the Way Ahead” for nurs- 
ing, according to Sister Charles Marie Frank, 
C.C.V.1., R.N., (page 14). Sister Charles Marie 
started her nurse’s training at Mullanphy Hos- 
pital School of Nursing, but withdrew in her 
senior year to enter the Congregation of the 
Sisters of Charity of the Incarnate Word of San 
Antonio, Tex. She completed her training at St. 
es Joseph’s Hospital School of Nursing in Paris, 
Sister C. M. Frank Tex. Sister Charles Marie, dean of the School 
of Nursing Education, The Catholic Univ. of 
America, is also third vice-president of the National League for 
Nursing and a member of the Executive Committee of the Board of 
the League. She is currently writing a sequel to The Historical De- 
velopment of Nursing, which she had published in 1953. 





In “The Educational Characteristics of the Nurse: Part One” (page 
17), Irwin Deutscher, director of research in health and welfare, 
Community Studies, Inc., discusses the effect of various kinds of 
nursing schools on their graduates. This is the seventh in a series 
of eight articles on the report A Survey of the Social and Occupa- 
tional Characteristics of a Metropolitan Nurse Complement. 


Esther M. McGregor, R.N., in “Is Psychiatric Nursing at the Cross- 
roads?” (page 29), traces the development of that field of nursing 
which has become increasingly more prominent. Miss McGregor, 
Nursing Education Director of Northville State Hospital, Northville, 
Mich., is a graduate of the School of Nursing of the Henry Ford Hos- 
pital in Detroit, Mich. She was in charge of the medical division 
of the War Department’s Signal Corps Installation in Detroit for 
three years. 
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Nursing World 


Reports... 


More Public Health Nurses Needed 


An estimated 40,000 public health 
nurses—an increase of 12,000 over 
the present public health nursing 
force—will be needed by 1970, re- 
veals “Public Health Nurses for the 
Nation,” a study recently completed 
by the National League for Nursing. 
It is a refinement of the earlier 
(1957) N.L.N. study, “Nurses for a 
Growing Nation.” 

According to the new report, the 
40,000 figure will provide 20 public 
health nurses for every 100,000 
people in the United States, com- 
pared with the current ratio of 
16.5 nurses per 100,000 population. 
To achieve the goal, an average of 
2,600 public health nurses must 
graduate each year; the present an- 
nual rate of nursing graduates en- 
tering the public health field is 800. 

The N.L.N. report also indicates 
that, while the proportion of public 
health nurses employed by local 
voluntary agencies, such as visiting 
nurse services, is falling, the num- 
ber of these nurses in school nurs- 
ing services is increasing. The pro- 
portion in local official agencies re- 
mains static. 

The “Public Health Nurses for 
the Nation” study has been pre- 
pared in booklet form and is avail- 
able from the National League for 
Nursing, 2 Park Ave., New York 
16, N. Y., for 50 cents a copy. Quan- 
tities may be obtained at a reduced 
rate. 


A.N.A. Foundation Election 


Margaret Filson Sheehan, assist- 
ant professor and directo: of nurs- 
ing service, Univ. of Chicago Clinics, 
was recently elected president of the 
American Nurses’ Foundation, Inc. 
She has served on the board since 
January 1957. 

Elizabeth K. Porter, dean and pro- 
fessor of nursing at Frances Payne 
Bolton School of Nursing, Western 
Reserve Univ., was elected vice 
president, and Dr. Roy W. Bixler, 
educator and author of many books 
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on nursing administration, was re- 
elected secretary of the organization. 

The American Nurses’ Founda- 
tion, Inc., is a membership corpora- 
tion established by the American 
Nurses’ Assn. in 1955 to receive and 
administer funds for nursing re- 
search. 


Navy Nurse Candidate Program 

The U.S. Navy has developed a 
new Navy Nurse Corps Candidate 
Program, which will enable a select- 
ed number of college nursing stu- 
dents to join the Navy during their 
senior year and be commissioned as 
ensigns in the nurse corps when they 
graduate. 

When the students of fully ap- 
proved basic collegiate schools of 
nursing are selected at the start of 
their final year, they will be placed 
in pay grade E-3 and will receive 
the pay of that grade, plus tuition, 
fees, books, room and _ board, 
throughout that year. Upon gradua- 
tion, the nurses will be commissioned 
ensigns in the Nurse Corps, Naval 
Reserve, with an obligation of two 
years active duty. Applicants must 
be between 20 and 33% years old 
at the time they graduate. 

Further information may be ob- 
tained from the Director of the 
Nurse Corps, Bureau of Medicine 
and Surgery, Navy Department, 
Washington 25, D.C. 


Army Nurses Promoted 

Twelve Army Nurse Corps officers 
at the Army Medical Service School, 
Brooke Army Medical Center, Fort 
Sam Houston, Tex., were recently 
promoted to the rank of major. 

Two of the new majors, Esther J. 
McNeil and Elsie Krehnavi, are 
assigned to the school as instructors. 
Rita A. Cleveland is a student in the 
hospital administration course. The 
others are attending a 27-week 
course in advanced nursing adminis- 
tration. They are: Nelna M. Byrd, 
Helen E. Cundiff, Frankie D. Harris, 
Levenia E. Hill, Ouida R. Mire, Mary 


J. Orbin, Florence M. Siems, Fanny 
Urette, and C. Kay Watry. 


A.N.A. Foundation Grant 

The American Nurses’ Foundation, 
Inc., recently granted $8,400 to the 
Connecticut State Department of 
Mental Health for research on the 
problems of adjusting student nurses 
to psychiatric hospital training. 

The study will be conducted at 
Norwich State Hospital and will at- 
tempt to discover what factors in the 
students’ backgrounds have _ the 
greatest influence on their adjust- 
ment to psychiatric training. Among 
the factors to be studied will be age, 
education, and socio-economic status. 


Nurse Wins Essay Contest 


Oneta Williams, a member of the 
operating-room staff of St. Luke’s- 
Texas Children’s Hospital in Hous- 
ton, Tex., and winner of Johnson & 
Johnson’s national essay contest, 
was recently awarded a_ bronze 
plaque at the annual convention of 
the Assn. of Operating Room Nurses 
in Philadelphia, Pa. 

The presentation was made by 
William B. Borsdorff, sales manager 
of J & J’s hospital division, before 
a gathering of 2,000 nurses at the 
Bellevue Stratford Hotel. 

Miss Williams offered the best 
suggestions on “How to Attract More 
Young Women Into a Nursing 
Career,” the theme of the contest. 
In addition to the plaque, she re- 
ceived an all-expense trip to Phila- 
delphia for the presentation. 


Teaching Workshop 


The Catholic Univ. of America, 
School of Nursing, will offer a work- 
shop on The Improvement of Nurs- 
ing Through Research, designed to 
provide nurses with an opportunity 
to discuss the scientific approach to 
solving nursing problems with out- 
standing research workers in nurs- 
ing. 

The workshop will be held June 
14-24. For more information, con- 
tact: Director of Workshops, The 
Catholic Univ. of America, Washing- 
ton 17, D. C. 


Minnesota Licenses 


A nurse may not be employed as 
a registered nurse in Minnesota— 
even if she is licensed elsewhere— 
unless she has a Minnesota license 
or has an application for licensure 
pending, the Minnesota Board of 
Nursing announced recently in a 
change of policy. 

According to the new ruling, a 
courtesy status is provided while the 
application is pending, but this peri- 

(Continued on page 33) 
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OR her significant contributions 

to nursing and nurse education, 
the Department of Nurse Education, 
New York University, recently be- 
stowed its annual Award of Honor 
upon Dr. Ruth Freeman, N.Y.U. 
alumna and president of the Na- 
tional League for Nursing. The 
award was presented at the depart- 
ment’s Second Annual Dinner in 
New York City by Dr. Martha 
Rogers, chairman of the department. 

In presenting the award, Dr. 
Rogers turned to Dr. Freeman and 
said: “As educator, administrator, 
national and _ international con- 
sultant, you have demonstrated con- 
sistently a performance few achieve. 
Your contributions to the literature, 
through papers, articles, and books, 
have become required reading for 
nurses and for public health workers 
in many disciplines. During the war 
years your work with the American 
National Red Cross and with the Na- 
tional Security Resources Board 
provided assistance both at home 
and abroad. Your ability as a public 
speaker is superior. 

“As an indefatigable member of 
your professional nursing organiza- 
tion, as well as many other organ- 
izations, you have participated in the 
development of an increasingly ef- 
fective national nursing organization 

-the National League for Nursing. 
To most of us here you are best 
known for your work in the field of 
public health and public health 
nursing. Some of us have been fortu- 
nate enough to have studied under 
your expert tutelage here or else- 
where. All of us have profited from 
the many contributions which you 
have made to nursing and to nurse 
education.” (Dr. Freeman’s article, 
“‘Leadership in Nursing,” appears on 
page 8.) 


Facts, Figures, and the Future 

Two important revelations were 
made at the annual dinner, which 
carried out the theme of “Leadership 
in Nursing.” One concerns the future 
programs of graduate students. All 
graduate students matriculating on 
or after July 1, 1958, will select a 
clinical content major in one of four 
areas: medical-surgical nursing, 
parent and child health nursing, 
psychiatric-mental health nursing, 
and public health nursing. The other 
is its wisdom in carrying forth a 
precedent established a year ago— 
that of recognizing significant con- 
tributions which nurses have and 
are making to the health of society 
and to nursing and nurse education. 

In spotlighting the significant de- 
velopments in nurse education at 
New York University, Dr. Rogers 
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The presentation of the Award of Honor plaque to Dr. Ruth Freeman, left, highlighted 
the dinner of the Department of Nurse Education. Dr. Martha Rogers officiated. 


N.Y.U. Pays Tribute 


to an Outstanding 


Nursing Leader 


by VIRGINIA A. TURNER, R.N. 


announced that the total amount of 
grants received in the past year is 
$333,850. These grants have been 
used to further the study of research 
in oncological nursing, psychiatric- 
mental health nursing, public health 
nursing at the baccalaureate level, 
supervision and teaching in nursing 
on an M.A. or doctoral degree level. 

Some of the doctoral dissertations 
completed in the past year include: 
“Civil Liability and Nursing—An 
Investigation of Judicial Decisions 
Involving the Practice of Nursing by 
Nurses in the State of New York 
During the First Half of the Twenti- 
eth Century”—by Beulah Miller, 
R.N.; “An Investigation of Released 
Mental Patients on Tranquilizing 
Drugs in Relation to Recommending 
a Public Health Nursing Follow-Up 
Program’’—by Ida Gelber, R.N.; “A 
Study of Social Status as a Determi- 


nant Factor in the Distribution of 
Promotion to Nurses’—by Alice 
Keefe, R.N.; “Student Achievement 
in an Experimental Course in Psy- 
chiatric Nursing’—by Ruth Math- 
eney, R.N. 

Other doctoral studies in the proc- 
ess of completion are: “‘An Investi- 
gation of Selected Attitudes of Stu- 
dents Enrolled in Diploma, Associate 
Degree and Baccalaureate Degree 
Programs in Nursing at the Begin- 
ning and End of One Academic Year 
of Study”’—by Beatrice Brooks, 
R.N.; “An Investigation of Total 
Nursing Needs in a General Hospital 
and a Cancer Hospital as a Basis for 
Determining the Kind and Amount 
of Nursing Personnel Necessary to 
Meet these Needs’—by Rosemary 
Buchard, R.N.; “Social Factors Re- 
lated to Culturation of the Puerto 
Rican in New York City’’—by Irene 
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3rown, R.N.; “A Study to Identify 
and Analyze Perceptions of Direc- 
tors of Nursing Service Concerning 
their Functions and Problems”—by 
Sylvia Monahan, R.N.; and “A Study 
of the Principles of Nursing Service 
which Underlies Professional Nurse 
Practice at the Baccalaureate Level” 

—by Ruth Anderson, R.N., Dorothy 
McMullen, R.N., and Edith Schmidt, 
R.N. 

Believing as nurses do that the 
answers to many of their problems 
lie in the findings of research, the 
results of the above doctoral studies 
should provide an important insight 
into existing problems that affect 
nurses and nursing. 

One of the truly rewarding ex- 
periences of Dr. Rogers and faculty 
comes from working closely with the 
700 students at all degree levels, 
representing different races, creeds, 
and nationalities. In addition to 
those from all parts of the United 
States, students of more than 15 
different nationalities are currently 
enrolled in the department’s educa- 
tional programs. 

As if to support the fact that 
something is getting done—some- 
thing not only important but excit- 
ing—Dr. Rogers looked out into the 


audience, paused, and then an- 


nounced that “in the past year we 
have added new members to the 
faculty—which now numbers 17— 


and we have added several new cub- 
and we will need 
double-decker desks to accommodate 
these people.”’ But physical and cur- 
riculum expansion are not all that is 
needed, she added. 

Dr. Rogers warned faculty and 
alumni members that if nurses want 
their influence to be as strong as it 
should be and if people are to have 
safe and adequate nursing care, then 
must responsibility 
for developing and providing more 
leadership in nursing. She empha- 
sized that recent investigations indi- 
cate that too often those who study 
nursing have the least leadership 
potential and when those with lead- 
ership potential do enter nursing, 
they frequently leave the profession 
either before or soon after gradua- 
tion. 

Implied in the above statement is 
the need for creativity—the de- 
velopment of leadership talents 
within the profession. Nursing has 
made mistakes, and traditionally it 
has repeated some of these mistakes. 
3ut from the evidence of intensive 
research in nursing, it now seems 
prepared to accept responsibility for 
its own shortcomings. The challenges 
of the future will find nurses ready 
to meet them. 


byholes soon 
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Speaking at the annual dinner of the 
Department of Nurse Education, New York 


University, the president of the 


National League for Nursing discussed 


leadership 


in 


nursing 


by DR. RUTH B. FREEMAN, R.N., Ed.D. 


Associate Professor of Public 
Health Administration, 

The Johns Hopkins University, 
Baltimore, Md., and President of 
the National League for Nursing. 


EADERSHIP, by its very nature, 
is an essential ingredient of a 
democratic society. In a culture 
which recognizes the unique value of 
each individual, which acknowledges 
that government must rest upon the 
consent of the governed, and in 
which there is freedom to speak and 
act in accordance with the dictates 
of one’s conscience (within minimal 
protective controls), it is leadership 
which stands between chaos and the 
orderly, disciplined action of a free 
people. In time of crisis it enables 
quick and effective action—without 
prior regimentation. 

To understand leadership in rela- 
tion to nursing, it is necessary first to 
look at leadership in its general per- 
spective—what it is and how it 
works. Then we must study its rela- 


tion to a profession and its relation 
to the particular problems involved 
in developing and using leadership 
in nursing. 


The Nature of Leadership 
Leadership is a word with varied 
connotations for different people. It 
may be interpreted as the control 
exerted by a Hitler or a Stalin in 
which a strong leader speaks, de- 
cides, and acts for a group—at first 
with its consent and later with or 
without it. It may be interpreted as 
a passive kind of activity in which 
a leader helps a group use its own 
forces to achieve a group-defined 
purpose. In this situation the leader 
withholds his own ideas and leader- 
ship is restricted to the actual defini- 
tion of facilitation, making the 
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“Leadership is not facilitation . . 


a 


,) 





. not genius . . .,’’ Dr. Freeman declared at the dinner. She stressed the need for more and better 


leadership in nursing and suggested steps to be taken toward that end, including “toughening up the quality of nurse education.” 


group’s work easier. Or it may be 
interpreted as the leadership of the 
unrecognized, unhonored man who 
is far ahead of his group, who makes 
discoveries or recommendations 
which later prove important and win 
acceptance. 

In this article we shall not con- 
sider leadership as synonymous with 
control, power to demand, authority 
to act for others, or brain washing 
(even in its gentler forms). The pur- 
pose of leadership is not to sell a 
preconceived idea or course of ac- 
tion, but to advance in new direc- 
tions. 

Leadership gains its authority 
from the confidence of the group, 
and in turn the leadership must ex- 
hibit its confidence in the group and 
its members. 

Leadership is not facilitation, al- 
though it may encompass facilita- 
tion. Leadership implies a single 
leader or group of leaders who have 
definite contributions to make, over 
and above co-ordinating and mo- 
bilizing the contributions of others. 
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Leadership is not genius. The bril- 
liant thinker or performer, isolated 
from the group because of his un- 
usual ability and the timelessness of 
his thinking, is not a leader. Leader- 
ship demands existence of, and 
identity with, a group within which 
leadership functions 

Democracy needs all these things 
that leadership is not—control (min- 
imal, we hope), genius, and facilita- 
tion that frees the constructive ener- 
gies of others. But these are not our 


concern here. What we are con- 
cerned with is a function which 
combines the recognition of new 
needs, trends and developments 


(and their implications) with liber- 
ating, organizing, and channeling 
the energies of self and the 
group in such a that effective 
action is possible. 

Leadership, as Wwé interpret it, 
combines a special kind of awareness 
with the capacity to hypothesize, 
stimulate, and guide others to get 
the necessary facts, analyze perti- 
nent relationships, make considered 


one’s 
way 


decisions, and take confident action. 
Professional leadership contributes 
to the group from its own store of 
ability, knowledge, and experience, 
with neither domination nor 
ordination, while at the same time 
encouraging, supporting, and co-or- 
dinating the work of others. 

A favorable climate is needed if 
leadership is to operate effectively. 
This climate may be described by 
four words: creative, co-ordinated, 
careful, confident. The informed 
person knows, for instance, that the 
effectiveness of tranquilizing drugs 
is limited and that certain studies 
have revealed that patients given a 
placebo showed the same improve- 
ment as did those who received the 
tranquilizers. The person 
will carry this a step further and try 
to see why those given the placebo 
improved, and perhaps hypothesize 
that the tender loving care, so im- 
portant in the care of infants, may 
be equally important in the care of 
the psychiatric patient. 

At this point the brilliant thinker 


sub- 


creative 
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might proceed independently to 
study, codify, and suggest remedies. 
The leader will think of ways in 
which the efforts of psychiatrists, 
nurses, attendants, social workers, 
hospital administrators or behavi- 
oral scientists might be combined or 
related to get at a basis for under- 
standing and action. 

The leader or leadership team 
(which we shall hereafter refer to as 
simply the leader) will also proceed 
with care at this point. He will as- 
semble the facts and attempt to find 
the answers to the questions: “Did 
this happen with all types of pa- 
tients or just with repressed pa- 
tients? Did it happen when patients 
were at home, as well as in the 
hospital? Did it involve enough pa- 
tients to warrant considering it a 
significant occurrence?” 

The leader will advance with con- 
fidence, assured that the necessary 
preliminary steps have been taken, 
sure of his preparation for the task 
of leadership, convinced of the need 
for some kind of action. 


Leadership in a Profession 

Leadership has special importance 
today in relation to the professions, 
especially the health professions. 
This importance grows out of the 
character of professional activities, 
the moral and technological respon- 
sibilities of the scientist, changing 
educational programs, and the grow- 
ing interest of the public in profes- 
sional services. 

The character of professional ac- 
tivities has become increasingly 
multidisciplined. Law is irrevocably 
linked with culture, anthropology, 
and sociology; medicine is linked 
with physics—the electronic engi- 
neer who records heart sounds is a 
real factor in medical cardiology and 
education—and with the 
behavioral and other social sciences. 


medical 


Nursing is linked with education, 
medicine, and the social sciences. 
More and more each professional 


health field is becoming dependent 
on other fields. Leadership, as op- 
posed to individual brilliance, has 
special significance when it is neces- 
sary to use the expertness of a group. 

There has also been an increasing- 
ly frequent linking of moral and 
technological responsibilities, which 
places on the scientist the obligation 
to participate not only in finding new 
facts or methods, but also in assur- 
ing beneficial use of them. Working 
to secure nursing service or nursing 
education that is of high quality may 
differ significantly from working to 
meet the needs of people. The desire 
for a _ theoretical best must be 
weighed in relation to our moral 
obligation to serve. 
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Another factor contributing to the 
importance of leadership is the 
tempo of change, combined with 
lengthening periods of professional 
training. This places new importance 
on anticipating the needs of the 
future. The students admitted to 
medical school in 1958 are being 
prepared for 1964 or later; the teach- 
er for 1962, the nurses for 1961 or 
1962. The numbers prepared, the 
methods and content used, must be 
adjusted to the graduation, rather 
than the admission, date. 

The growing knowledge and con- 
cern of the general citizen in profes- 
sional services is also important. The 
doctor’s word is no longer accepted 
without question, particularly if it 
concerns administrative aspects of 
medical practice. The taxpayer and 
hospital administrator, as well as 
the nurse, are actively and properly 
concerned with the cost of nursing 
education. 

We in the professions, therefore, 
must place a high value on leader- 
ship, but not only by encouraging 
and using it in professional activi- 
ties. We must also make it an effec- 
tive force in the related scientific 
and civic fields which affect the 
ability of a profession to accomplish 
its service mission. 


Leadership in Nursing 

If we focus sharply, it becomes 
apparent that among the professions 
nursing has particular leadership 
needs and problems. These problems 
grow out of: (1) the ambivalent re- 
lationship between nursing and 
medical practice; (2) the ambivalent 
character of nursing education in 
relation to sponsoring service insti- 
tutions; (3) the ambivalent life 
goals of the majority of professional 


members; and (4) the synthetic 
character of many aspects of nursing 
practice. 

For many years, the essential 


focus of nursing was upon the im- 
plementation of medical care for the 
sick. In this, the position of the 
physician was, and is, the dominant 
one (which is as it should be). He 
must establish the diagnosis, deter- 
mine the medical treatment, give the 
orders for nursing care. 

The medical profession, until fair- 
ly recently, concentrated for the 
most part on this physical-biological 
approach. As the concept of health 
care has broadened to include edu- 
cation, self-help, emotional support 
and motivation of both personality 
and community organization, the 
place of traditional medical diag- 
nosis and treatment has become 
somewhat less dominant. The com- 
petence of the nurse, teacher, or 
social worker in educating the pa- 


tient and in identifying and diagnos- 
ing educational or counseling needs 
may, in fact, exceed that of the 


physician. 
Yet, because nursing education is 
so often inextricably interwoven 


with medical care of the sick, and 
largely the hospitalized sick—with 
little opportunity to work with the 
healthy person or the community— 
the habit of accepting the physi- 
cian’s dominance may become well- 
established. 

This may apply to the total pa- 
tient-care situation, even in those 
areas not involved with medical 
diagnosis and treatment. Thus, it 
may be that the physicians must ap- 
prove, or even initiate, referring the 
hospital patient for community 
nursing, even though the reason for 
referral may fall within the province 
of educational or counseling services 
designed to provide emotional sup- 
port. 

In some cases this has led to with- 
holding service from those who need 
it when there is faulty medical judg- 
ment of a nursing need. It may cause 
the abandonment of nursing leader- 
ship in situations where the nurse 
has, in fact, the greater expertness. 

On the other side of the coin, 
nurses, because of this ambivalent 
relationship, may develop strong 
status needs which express them- 
selves as resistance or even outright 
hostility toward accepting medical 
direction when it is indicated. It may 
even cause inability to work effec- 
tively toward better understanding 
if the physician carries over his 
dominant role to a situation where 
it should not be. 

In the United States today, nurs- 
ing is the only profession in which 
the majority of its practitioners are 
prepared in service, rather than 
educational institutions. This situa- 
tion contains inherent sources of 
conflict for the student, the nursing 
school faculty, and the service per- 
sonnel. We want the fledgling nurse 
to have a deep sense of obligation 
and empathy toward her patients, 
so that she places their welfare at 
the very top of her list of priorities. 
However, we also want the student 
nurse to learn about her work with 
breadth and depth and in its relation 
to the basic physical and social sci- 
ences. This enables her to see its true 
potential and recognize its challenge 
as well as she can. 

The limited nurse supply, the con- 
tinued scarcity of auxiliary person- 
nel, and the constantly expanding 
number of treatments and observa- 
tions ordered by the physician fre- 
quently bring about a situation in 
which nurses and students must act 
without taking the time necessary to 
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think through the significance of 
their acts. This is a serious threat to 
the development of leadership, since 
comparative judgments and capacity 
to see long-range trends and rela- 
tionships (both inherent in leader- 
ship) are built on the habit of 
thoughtful analysis of day-by-day 
activities. 

We must remember that the great 
majority of nurses are women, and 
they do marry and have children. 
Since recruitment for professional 
nursing is essentially directed to- 
ward the young woman, this 
predominantly female professional 
group will, of necessity, be affected 
by marriage and child-rearing re- 
sponsibilities. This in turn produces 
a work pattern that is characteristic 
of women employees in general. 

The professional nurse may choose 
to combine marriage with a career 
and so assume the heavy burden of 
this dual responsibility, or she may 
plan an interrupted career, return- 
ing to nursing after her children are 
older. Thus, the most stable group, 
employmentwise, is apt to be the 40- 
and-above age group. This too, takes 
its toll in leadership. 

Although nursing education has 
been sharply upgraded in recent 
years, many of these graduates of 
the best schools will not be available 
for leadership positions for several 
years, perhaps not until their chil- 
dren are of school age. Furthermore, 
graduates of hospital schools who 
would like to prepare for leadership 
by furthering their education may 
find that this, too, must be post- 
poned. It is true, however, that some 
nurses with a high degree of energy 
combine a full-time career with 
marriage and raising children. 

However, in many cases this re- 
sults in either a very prolonged 
period of preparation or in placing 
into either education or rearing chil- 
dren only the minimum effort that 
is required. The hard-pressed nurse- 
wife-mother is less apt, for example, 
to take an additional year of study 
not actually required for a degree, 
even though it would strengthen her 
ability, than would a young man in 
the same age group. This is a quali- 
tative hazard to leadership. 

Nursing is a synthesis. It contains 
far fewer unique and independent 
functions than those deriving from 
other fields; they are unique only in 
the way in which they are synthe- 
sized and applied. We in the practice 
of nursing borrow and adapt our ob- 
servational functions from medicine; 
from education, social work, and 
psychology, we borrow our teaching 
and counseling functions; from an- 
thropology and administrative man- 
agement we get the functions of 
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community and institutional plan- 
ning. 

This does not mean that nursing 
itself is not unique; it is far from 
being merely the sum of bits of 
social work, medicine, education, 
and so forth. But the understanding 
of nursing and its full development 
rests upon these related fields. Often 
nursing has borrowed the vocabu- 
lary, techniques, or concepts of 
these fields, with little question or 
modification. 

This poses a problem for leader- 
ship, since in studying or planning 
for nursing we inevitably come to 
the study of areas that include the 
same processes, use the same vocab- 
ulary and techniques as those found 
in related fields. At this point we, 
as nurses, may fail to see the im- 
portance of the synthesis factor and 
the study of any part of nursing in 
its true relation to the whole. There- 
fore, if we study a sociological or 
statistical aspect of nursing, we may 
be so overwhelmed by the vocabu- 
lary or expertness of practitioners in 
this contributing field that we fail to 
see the importance of the nursing 
contribution. True, the biostatistician 
may be an expert on sampling, but 
the nature of the truly representa- 
tive sample in a nursing study will 
often hinge on the knowledge of 
nursing as well as statistical knowl- 
edge. 

Taking all of these factors into 
consideration, we must face the hard 
fact that we are not producing nurs- 
ing leaders or exercising leadership 
in either adequate quality or quan- 
tity. For several years we have lost 
more nurses from leadership posi- 
tions than we have trained for this 
type of position. The great majority 
of research in nursing is being done 
by nonnurses—by social scientists, 
behavioral scientists, or manage- 
ment groups. The same old and 
weary faces appear over and over 
on planning boards and committees. 
If this trend is to be reversed, sever- 
al steps must be taken. 

These are suggested here without 
amplification and not in order or 
phasing of importance. It will be 
necessary to: 

1. Accept the fact that there is 
no quick and easy way to ex- 
tend and improve leadership in 
nursing. Fellowships help, de- 
grees help, but the final answer 
involves much more, namely, 
fundamental changes in atti- 
tudes and in administration 
that will permit and foster lead- 
ership of a high quality. 

2. Secure the necessary adminis- 
trative adjustments and incen- 
tives to maintain professional 
skills and develop leadership 


throughout the _ childbearing 
years, and so conserve our 
skilled nurse supply. This may 
involve the use of part-time 
employees which is costly in 
the immediate sense, but will 
pay off later when young, pre- 
pared nursing leaders are avail- 
able. 

3. Identify and train potential 
leaders early, so they can as- 
sume leadership or leadership- 
preparation activities during 
the childbearing years. 

4. Toughen up the quality of nurs- 
ing education. It does not help 
in producing leadership if we 
put a poor doctoral program in 
a weak master’s degree pro- 
gram, or a master’s program on 
a thin basic nursing education. 

5. Make better use of analytical 
study. Budget and staffing pat- 
terns should reflect the need to 
place some share of available 
nursing time on the investiga- 
tion of the nature, effectiveness, 
and administration of nursing 
and nursing education, as well 
as the philosophy on which it 
should rest. 

6. Develop multiple-field expert- 
ness in nurse-researchers. The 
potential impact of nurses in 
research nursing will be in- 
creased if there is a pool of 
nurses prepared in a_ second 
field such as education, public 
health or epidemiology, sociol- 
ogy, psychology, or administra- 
tion to work on multidisciplined 
research teams. 

. Anticipate and train experts in 
developing fields so there is 
available training leadership 
when multidiscipline activities 
get under way. Nurses should 
be prepared to work with radio- 
isotopes or space medicine be- 
fore they are actually called 
upon to do so. 

8. Create clinical, as well as edu- 
cational and administrative, ex- 
perts. We should recognize that 
research in clinical nursing is 
a valid and important sphere 
of activity. This would require 
administrative realignments to 
permit the combination of re- 
search and teaching with clini- 
cal nursing practice to a much 
greater degree. 

Increasing the quality and quan- 
tity of nurse leadership is a crucial 
need if the beneficial impact of nurs- 
ing on society is to reach its full po- 
tential. It is a matter that deserves 
the most thoughtful consideration, 
the most strategic planning, and the 
most comprehensive action of which 
nurses and those concerned with 
nursing are capable. 
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Members of a participating hospital listen in their conference room to a lecturer 
speak over the telecommunication hookup from the Nebraska Psychiatric Institute. 





Once the local telephone office has completed the hookup, a nurse at each partici- 
pating hospital tests the telecommunication connection and adjusts the volume. 


The Nebraska Psychiatric 
Institute is using a new 


teaching aid. teac h ing 
by 
Telecommunication 





by THERESA G. MULLER, R.N. 
Professor of Nursing and 
Educational Director of 
Graduate Studies in Psychiatric 
Nursing, University of 
Nebraska, Omaha, Neb. 

and MARJORIE J. HOOK, R.N. 


Assistant Professor of Nursing, 
University of Nebraska, 
Omaha, Neb. 


RE you a member of an active 

in-service program trying to 
keep up-to-date on current progress 
in nursing? Are you in a clinical 
setting far removed from an educa- 
tional center where outstanding 
lecturers are scheduled to speak on 
a subject of interest to you? Have 
you ever tried to glean the second- 
hand information willingly gathered 
by one of your members who trav- 
eled far and at considerable expense 
to bring it back to you only to find 
something missing in the transition? 
What would you think of a plan that 
would allow you to sit comfortably 
in your accustomed conference room 
and hear the speaker over a tele- 
communication which also gives you 
an opportunity to comment on your 
reactions to the lecture? 

Partial answers to these ques- 
tions lie in a telecommunication set- 
up such as has been provided in the 
newly constructed Nebraska Psychi- 
atric Institute. This Institute, dedi- 
cated to the preparation of mental 
health personnel in Nebraska, is the 
center of teaching, research, and in- 
tensive treatment for the State’s 
Board of Control institutions. Also 
an integral part of the University of 
Nebraska Medical Center, it serves 
as a graduate and undergraduate 
educational unit in psychiatry for 
nurses, physicians, social workers, 
and clinical psychologists. 

The telecommunication hookup 
was engineered by the Northwestern 
Bell Telephone Company as one of 
the new teaching aids envisioned by 
the Director of the Institute in order 
that selected educational programs 
of the Institute and other state hos- 
pitals could be shared with each 
other. By this means a visiting 
lecturer series has been telecom- 
municated to the three state hospi- 
tals in Norfolk, Lincoln, and Hast- 
ings, Nebraska; and three state 
hospitals in Clarinda, Iowa; James- 
town, North Dakota; and Yankton, 
South Dakota. Thus, the sound net- 
work covers 1,278 circuit miles and 
links the Institute with the facilities 
in four states in pooling their edu- 
cational resources in meeting the 
needs for preparing personnel in the 
prevention, treatment, and rehabili- 
tation of the mentally ill. 
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The use of telecommunication is 
somewhat similar to that of a tele- 
phone conference call. However, 
special apparatus needs to be in- 
stalled in each participating hospi- 
tal, and consists of a microphone, an 
amplifier, and a loud speaker. Then, 
instead of only one, two long dis- 
tance circuits are required: One cir- 
cuit makes communication possible 
from the Institute to each hospital, 
and the other from each hospital to 
the Institute where it is switched 
onto sending lines to all the others. 
Thus, a program may initiate in any 
one of the hospitals and, through 
the circuit transmission at the In- 
stitute, can be heard simultaneously 
at all of the others. The network 
also allows direct connection of some 
of the hospitals with one another. 
Questions can be raised and discus- 
sions heard throughout the circuit 
made available at any time through 
a request to the telephone company 
which also requires information 
about the desired time and the 
names of the participating hospitals. 
A monthly rental charge is made to 
each location plus an hourly fee 
when used. 

In addition to the advantages of 
directly hearing a lecturer, visual 
aids may be used by duplicating and 
sending them to each participating 
hospital. A click signal by the 
speaker gives the cue for the use of 
slides, or a flannelgraph display such 
as charts and pictures made from 
cut-out figures or diagrams of flan- 
nel, or backed with flannel, and 
affixed by light finger-tip pressure 
to a flannel-covered board. Other 
visual representations may be in 
the use of charts and graphs, flip- 
over cards, and enlarged photo- 
graphs. When a joint case confer- 
ence is scheduled between two or 
more participating hospitals an ad- 
vance distribution is made of a 
mimeographed case summary and a 
three-minute sound movie film of 
the patient. 

We might now see how the 1956- 
1957 Friday afternoon guest lecture 
series on “Interdisciplinary Com- 
munication in Psychiatry” ended on 
June 7th with the presentation of 
the paper by Esther M. McGregor 
on “Is Psychiatric Nursing at the 
Crossroads?’’, published in this issue 
of NURSING WORLD. 

The circuits were made available 
to all the participating hospitals and 
verification was obtained by the As- 
sociate Director of the Institute in 
the following way: 

“This is the Nebraska Psychiatric 
Institute. Will you call in please?” 

“Hastings here. We’re all set.” 


“This is Lincoln.” 
“Norfolk calling. Reception is 
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good.”’ 

“We're ready at Yankton.” 

“Jamestown reporting.” 

“O.K. at Clarinda.” 

“Thank you. Our speaker today is 
Esther M. McGregor who will be 
introduced by Miss Muller... .” 

The lecture series is usually held 
in the _ Institute’s Auditorium. 
Though open to all interested per- 
sonnel, it is required as part of a 
prescribed course of studies for resi- 


dents and graduate students in 
psychiatric nursing. In addition, 
guests are welcomed from other 


places such as neighboring colleges, 
universities, and hospitals. Similar 
arrangements are available in the 
participating hospitals where varied 
groups meet around a conference 
table. The system is tried out in ad- 
vance of the scheduled time for 
the network to start its operation by 
checking the hookup completed by 
the local telephone office. The vol- 
ume of the connection is also ad- 
justed at this time. 

Further use of the telecommuni- 
cation system is anticipated to meet 
some of the requests for in-service 
programs in psychiatric nursing. 
Careful collaboration with program 
directors could then provide a prof- 
itable exchange of teaching ma- 
terials with several groups of nurses 
far removed from each other. There 
are innumerable possibilities in the 
creative ingenuity of the users of 
telecommunication teaching. 
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The telecommunication system covers a 
distance of 1,278 circuit miles and joins 
seven hospitals in four states. 
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Esther M. McGregor, R.N., addresses a group of nurses in the Institute’s auditorium. 


At the same time, her talk is telecommunicated to hospitals in neighboring states. 
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Ai the recent Second Annual 
Nurse Congress of St. John’s 
University, New York City, 
the keynote speech was 


HURDLES 


by SISTER CHARLES MARIE 
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Dean, 
School of Nursing Education, 
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Washington, D.C. 





HEN the working party of the 

National League for Nursing’s 
Committee on the Future, of which 
I am chairman, set about to fulfill 
its objective, which is “to forecast 
changing needs in nursing service 
and nursing education based upon 
examination of the social and health 
trends in the foreseeable future”, 
the goal appeared so gigantic and so 
fraught with difficulties that it 
seemed almost unobtainable. The 
way was and is a formidable ob- 
stacle course, with innumerable 
hurdles. However, I find encourage- 
ment in the widespread interest of 
the profession and public in the 
committee’s first report, Nurses for 
a Growing Nation, and in the splen- 
did pledge of leadership in, and ac- 
tive support of, future activities in 
nursing made by the Board of 
Trustees and the House of Delegates 
of the American Hospital Associa- 
tion last October. 

In the study Nurses for a Growing 
Nation, an attempt was made to pre- 
sent a reasonable estimate of future 
nursing needs, based on past trends 
and present supply. However, na- 
tional goals are not enough, and the 
methods developed in the study 
have been offered to regional, state, 
and local nursing organizations to 
aid them in obtaining similar data 
in their respective localities. 

The one great need, commonly 
agreed upon, is the need for more 
nurses to meet the increasing de- 
mands for nursing service. But how 
to obtain and educate these nurses 
is debated. The general require- 
ments are an intensified recruitment 
program, a considerable increase in 
faculty and facilities, and adequate 
income to finance educational pro- 
grams. 

If the current recruitment trend 
continues, there will be a 27 per 
cent increase in the number of po- 
tential nursing students seeking to 
enter our schools in 1960. The Com- 
mittee on the Future’s report points 
out that “‘As with general education, 
the key to expansion in nursing edu- 
cation lies in the availability of 
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teachers and in the provision of 
educational and housing facilities 
for students. 

“Nursing schools are already short 
of trained teachers. In addition to 
teachers for basic nursing students, 
teachers are needed for practical 
nursing schools . . . to teach teach- 
ers, administrators, and supervisors 
of nursing service . . . for inservice 
education in nursing. This demand 
for teachers in nursing, growing in 
urgency, heightens incentive for ex- 
panding enrollments in basic nurs- 
ing programs as initial training for 
future teachers. 

“Physical facilities—housing, lab- 
oratories, classrooms, and clinical 
practice areas—pose a major, though 
perhaps a less serious, problem in 
the extension of nursing education. 
It is usually quicker to build a build- 
ing than to train a teacher.” 

The committee reported that ap- 
proximately two-thirds or 67 per 
cent of the employed professional 
nurses are in situations where they 
give direct supervised care to the 
sick, and that the diploma and as- 
sociate degree programs offer suf- 
ficient training for these nurses. 
Twenty per cent of the working 
nurses are in public health nursing 
or in positions of limited adminis- 
trative responsibility, with some di- 
rection of personnel. The _ best 
preparation for this group is a bac- 
calaureate nursing degree program. 
The desirable education for the i3 
per cent in highly responsible posi- 
tions of leadership (supervisors, 
teachers, administrators, and con- 
sultants) is obtained on the gradu- 
ate level in master and doctoral 
degree programs. 

In all educational programs, the 
emphasis should be on the knowl- 
edge and skills necessary for broad 
professional service rather than on 
the acquisition of a degree as such. 
The Committee clearly recognizes 
the fact that there will probably al- 
ways be gradations in responsibili- 
ties among nurses. 

As nursing progresses it will have 
to meet and overcome many hurdles, 
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some of which I shall discuss here. 
First of all, we must trace effects— 
the hurdles—to their causes, for 
facts are sterile, and even harmful, 
unless related to the situations that 
produced them. Throughout this 
article, no criticism is intended in a 
personal sense; the intent is to probe 
the problem in an attempt to find a 
solution. 


Sounder Economics 


There has been a constant plea for 
a sounder economic basis for nursing 
education since the first articles on 
nursing were published. In 1893, 
Isabel Hampton, a dominant figure 
in nursing education at that time, 
called attention to the issue when 
she declared that hospitals were not 
justified in establishing training 
schools for the sake of economy. At 
the same time Lavinia Dock, super- 
intendent of nurses at the Illinois 
Training School and author of many 
articles and books on_ nursing, 
pointed out that hospitals were ob- 
taining considerable material profit 
from student services and added 
that the disciplinary methods em- 
ployed in training schools were 
highly undesirable. 

There was little improvement in 
the situation over the years, and in 
1926 Adelaide Nutting, then a pro- 
fessor at Teachers College, Colum- 
bia University, reported that the 
hospital school of nursing was, in 
reality, the servant of the hospital 
—without resources of its own, lack- 
ing the power to decide questions 
vital to its functions, and deprived 
of the necessary freedom to develop. 
Agnes Gelinas, in 1946, stated that 
schools of nursing should be reim- 
bursed for their services. Seven 
years later, Margaret Bridgman 
listed the strangely contradictory 
and illogical ideas about nursing ed- 
ucation that still prevail: that nurs- 
ing education should cost little or 


nothing, yet should prepare the 
trainee for a professional career; 
that somehow nurses can receive 


professional education without the 
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use of necessary educational re- 
sources and qualified teachers; that 
hospitals need nurses, and, therefore, 
student service is essential and 
should not be affected by the necessi- 
ties of an educational program. The 
other contradictions include the be- 
liefs that sounder education pro- 
grams in hospital schools will in- 
crease the cost of patient care and 
that in spite of all these things, there 
is no reason why nurses should not 
be prepared both in quantity and 
quality to meet today’s health needs. 

The constant reference to the eco- 
nomic hurdle that hinders any 
progress in meeting the nation’s 
need for more and better prepared 
nurses should indicate to us that 
this problem must be faced with 
clarity and charity, and that im- 
mediate action is needed. But what 
brought about this state of affairs? 

Nursing has not functioned in a 
vacuum; it has always been affected 
by the conditions influencing the 
society it serves. We need look no 
further than the economic and polit- 
ical philosophies operating during 
the period in which modern nursing 
developed to find the basis for some 
of its present problems. During that 
time modern individualism with its 
concomitant materialism, religious 
indifference, a naturalistic political 
philosophy, and false democracy 
prevailed in education, management, 
and government. 

Earthly well-being and material 
wealth become the general goal of 
existence; wealth became the cri- 
terion for success and social status; 
opportunism and expediency char- 
acterized the business world and a 
policy of laissez-faire ruled. As a 
reaction to this, totalitarianism be- 
gan to raise its ugly head. One has 
only to read the encyclicals of Pope 
Leo XIII and Pope Pius XI to con- 
firm these statements. 

When nursing was being organ- 
ized in this country, most of the in- 
stitutions for the care of the sick 
were run on a charitable basis. The 
care of the sick was actually the 
least service they performed, be- 


cause in them the indigent and 
homeless found asylum. This was 
true to a great extent even of the 
so-called hospitals of the period. 
One cannot find fault with these 
charitable institutions, but they did 
not provide hospital service as we 
understand it today. 

With the discoveries of Pasteur 
and Lister, the character of these 
institutions changed radically, par- 
ticularly around the turn of the 
century. Surgery was beginning to 
come into its own, and it could best 
be performed under controlled con- 
ditions in institutions that cared for 
the sick. Hospitals began, by public 
demand, to admit patients who were 
in a position to pay for the services. 

These paying patients demanded 
a type of care that required more 
than bed, board, and custodial at- 
tention. In addition, household 
duties and supplementary bedside 
care could not be exacted from con- 
valescent paying guests as they had 
been forced upon convalescent pau- 
pers. Institutional management was 
inspired by the same materialistic 
philosophy that characterized other 
enterprises, and where the hospitals 
were under political control, the 
abuses resulting from economic con- 
siderations were even greater than 
those found in privately controlled 
institutions. 

Boards of trustees and hospital 
administrations began seeking em- 
ployees who would be able (or at 
least willing) to give bedside care 
to patients, assume domestic tasks 
that would otherwise require ad- 
ditional servants, and who could, if 
necessary, assume a supervisory ca- 
pacity, with as little cost as possible 
to the hospital. They did not have to 
seek far, and the alliance could have 
been very wholesome if it had been 
founded on a sounder objective than 
mere economic need. 

Before 1873 very little effort had 
been made to train nurses. Nursing, 
such as it was, was performed by 
women who gleaned what skill they 
could almost by instinct. The idea of 
establishing schools to train nurses 
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did not originate with either hos- 
pitals or established educational in- 
stitutions. The first influential 
schools of nursing were independent 
agencies, financed by nursing school 
committees and managed by nursing 
superintendents. 

In time the rising cost of educa- 
tion, politics, medical opposition to 
better standards and _ institutional 
use of the almshouse method of in- 
stitutional control forced nursing 
educators to seek help in maintain- 
ing their programs. Nursing was 
patient-centered, and this was both 
its strength and its vulnerable point. 
It was the economic dilemma of the 
separate existence of both inde- 
pendent training schools and hos- 
pitals that led to the formation of 
the hospital school system. 

Both hospitals and nursing seemed 
to find a solution to their respective 
problems once nursing educators 
passed over to the hospitals the re- 
sponsibility financing nursing 
education. In exchange, the hospitals 
received the services of the trainees. 
Nursing education was considered a 
department of the hospital, on the 
same basis as other hospital service 
departments. 


for 


Confusion 

Then and there was created a 
confusion of aims and responsibili- 
ties, which were dependent upon 
hospital economics. The director of 
nursing education was made re- 
sponsible to the director of the hos- 
pital. Often, in addition to her di- 
rectorial duties, she was put in 
charge of nursing service. Education 
and service were regarded as sepa- 
rate entities, but in practice service 
was substituted for, and made 
synonymous with, education. Hos- 
pitals existed as ruggedly individ- 
ualistic institutions. There was no 
such thing as a co-ordinated, or- 
ganized hospital system. This re- 
sulted in the development of the 
heterogeneous patterns of nursing 
education that existed well into the 
present decade and which accounted 
for the great diversity in size and 
standards of nurses training 
schools. 

It is true that since 1930 many 
finding it difficult to pro- 
vide adequate educational facilities, 
have discontinued their schools of 
nursing. At the same time some of 
the better hospitals, managed by 
capable hospital administrators, up- 
graded the professional education of 
the nurse. As a result, we have 
fewer, yet better, schools with larger 
enrollments. But there is much room 
for improvement. As of a few years 
ago—and the picture has _ not 


the 


hospitals 
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changed greatly in the meantime— 
about three-fifths of our schools of 
nursing had enrollments of less than 
100 students, and 20 per cent of this 
number had enrollments of less than 
50 students. 

A study of the schools found that 
most of the very small schools could 
not provide a sound educational pro- 
gram for the students; the excuse 
for maintaining these schools was 
that they were the only available 
source of nursing personnel in their 
communities. Yet the survey re- 
vealed that 44 per cent of the 
schools with less than 50 students 
were in cities having several schools 
of nursing. This means that 38 of 
the schools surveyed were in cities 
containing five or more schools of 
nursing; six of them were in cities 
that had 31 schools of nursing, and 
another six were in cities with 26 
such schools. 

For institutions under Catholic 
auspices, the need for regional plan- 
ning is an absolute necessity. We 
can no more afford to conduct a 
school of nursing in every hospital 
than we can afford to set up a 
standard high school or college in 
every religious house. We need to 
co-ordinate and share personnel and 
facilities in nursing education as we 
do in general education. This would 
increase the number of prepared 
nursing school personnel, while de- 
creasing the overall economic and 
social burden of nursing education— 
on all levels: practical, diploma, and 
degree. 

The economic aim that underlay 
the hospital-controlled nursing pro- 
grams was covered over with the 
slogan “The patient comes first.” By 
a strange process of reasoning, it 
was held that meeting the immedi- 
ate needs for nursing service—at 
the expense of proper preparation 
of the student—fulfilled the hos- 
pital’s moral obligation of providing 
adequate care for the patient. Too 
many institutions hid the deficien- 
cies of their nursing services behind 
the uniforms of inadequately edu- 
cated students. Actually, the pa- 
tients were more seriously exploited 
than the students. 

It has been pointed out, too, that 
patients pay the same rates for stu- 
dent care as they pay for profes- 
sional (general duty) care, and that 
in other professions and in the 
trades, the consumer pays less for 
student or apprenticeship service 
than he does for the services of one 
fully qualified to serve him. In these 
other areas, also, responsibility be- 
gins after professional or vocational 
preparation has been obtained. This 
is not so in nursing. 


Within the past decade, great 
strides have been made in upgrad- 
ing the programs of nursing educa- 
tion. During this time students have 
been placed on a 40-hour week com- 
bining theory and practice, which 
are now also better correlated; min- 
imum curricular requirements have 
been flexibly standardized; the stu- 
dent receives most of her practice 
on the day and early evening details, 
under competent supervision, which, 
by the way, is necessary to safe- 
guard the patient. Further, she must 
pass the State Board Test Pool Ex- 
amination, thus insuring a minimum 


competency. 
These are worthwhile achieve- 
ments, which must not be over- 


looked. However, there is one factor 
that adds a huge unnecessary eco- 
nomic burden to our educational 
system, and it can be studied and 
adjusted in a reasonably short space 
of time. 

Why are we retaining our rigid 
system of compulsory residence liv- 
ing as a part of our educational 
system? In a recent unpublished 
study of one hospital school of nurs- 
ing, it was found that it cost the 
hospital $105 per month to educate 
each student nurse. Of this amount 
$80 represented the cost of her resi- 
dence maintenance. All of the stu- 
dents in this school were required 
to live in, yet a number of them 
lived within easy commuting dis- 
tance of the institution. Knowing 
that educational costs are tucked in- 
to the patient’s bill, can we justify 
this additional expense? 

High school and college students 
get along very well in school while 
living at home. We profess to be- 
lieve in the sacredness of the fami- 
ly and friends; the home and its en- 
virons is a stabilizing force on young 
people in their late adolescence. Be- 
fore students enroll in a school of 
nursing, and after they graduate, 
they live in society. What is our 
reason for the compulsory isolation 
and the substitution of an artificial 
social setting during their training 
period? 

Any system of education must 
recognize its functional limitations 
and none has the right to usurp 
parental responsibilities and obliga- 
tions. Surely our residence systems 
are not adequate home substitutes 
for either adolescents or adults. We 
speak much of our beautifully 
furnished buildings and the material 
aspects of the systems, but little of 
the moral environment. 

We go to great lengths to provide 
regimented social and religious pro- 
grams, poor duplications of what 

(Continued on page 33) 
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How many nurses obtain postgraduate 
education? Does the amount of 

formal education affect the nurse's 
salary and job mobility? These 

are some of the questions answered here, 
in the first part of a two-part article. 


Edueational 
Characteristics 
of the Nurse 


part one 


by IRWIN DEUTSCHER 
Director, Research in Health and 
Welfare, Community Studies, 
Inc., Kansas City, Mo. 


Figure 1 


AMOUNT OF EDUCATION IN ADDITION TO 


HIGH SCHOOL RECEIVED BY NURSES 


PRIOR TO ENTERING NURSING SCHOOL 


THREE YEARS OR MORE 
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| URSING education is far from 
.N standardized in the United 
States today. In addition to the tra- 
ditional three-year hospital schools 
of nursing, there are a number of 
experimental two-year junior and 
community college programs, as 
well as four- and five-year college 
programs leading to a B.S. in nurs- 
ing. In this article we shall examine 
the educational ‘backgrounds of 
graduate nurses in the Kansas City 
Metropolitan area; not only the edu- 
cation which led to the R.N. degree, 
but amount and kind of 
postgraduate education the nurses 
sought and where it was obtained. 


also the 
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We shall see how educational 
characteristics vary among the dif- 
ferent fields of nursing and observe 
the differences between those who 
received their nursing education un- 
der the shorter programs and those 
who are graduates of longer pro- 
grams. 

Over three-fourths of the 2,441 
graduate nurses in Kansas City en- 
tered nursing school directly after 
high school; figure 1 shows that few 


had more than a year of college 
prior to beginning their nursing 
education. Religious organizations 


were responsible for providing the 
nursing education for well over half 
of those nurses, while most of the 
others obtained their education from 
schools supported by governmental 
funds, usually city or state (figure 
2). It is seen, in figure 3, how this 
overall picture has been changing 
over the years. 

Years ago, when the nurses who 
are now 60 years of age or older 
were in school, the old private- 
proprietary hospitals were respon- 
sible for almost a quarter of all 
graduate nurses. But during the last 
three decades the proportion of 
graduates from such schools has be- 
come practically negligible. The 
slack has been picked up mainly by 
governmentally supported schools, 
although the proportion of graduates 
from religious schools of nursing has 
also increased. In spite of the con- 
tinuing increase in the proportion of 
graduates from governmentally sup- 
ported schools, the religious insti- 
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Figure 4 


KIND OF CONTROL OR SUPPORT OF NURSING SCHOOL ATTENDED AND 
PRESENT POSITION | 


ADMINISTRATIVE POSITION 


HEAD NURSE OR SUPERVISOR 
NURSING EDUCATOR 

GENERAL DUTY 

PUBLIC HEALTH 

PRIVATE DUTY 

MISCELLANEOUS NURSING POSITION * 
SCHOOL NURSE 

NOT NURSING 

OFFICE NURSE 


INDUSTRIAL NURSE 





ALL NURSES u 








VOLUNTARY 
CONTROL OR SUPPORT 


RELIGIOUS 
CONTROL OR SUPPORT 


GOVERNMENTAL 

CONTROL OR SUPPORT 

THEM, ALTHOUGH THEY REMAIN IN THE HCALTH FIELD AND GRE REGISTERED NURSES, 

ANS, X-RAY TECHNICIANS, ETC THE REMAINING ONE-THIRD OF THIS GROUP 
THE ARMED FORCE 


STANTS, ANC ‘ NURSES. ONE KTH OF 
BRARIANS, PHYSICAL THERAPIST ABORATORY TECHN 
» RE TERE NURSE WHO ARE IN SCH AND THOSE WHO ARE IN 


* ONE-HALF OF T i NSISTS OF NURSE ANESTMETISTS RGICA 
ARE NOT ACTUALLY NURSING THESE IN 4 PERSONS aS 
1S COMPOSE ‘ E WHO ARE EMPLOYED BY NURSING OPGANIZAT! 

ALLY THESE PERCENTAGES SHOULD BE THE SAME AS THOSE IN FIGURE 2. HOWEVER, BECAUSE NURSES WHOSE POSITIONS WERE UNKNOWN 


THE PERCENTAGES VARY SLIGHTLY. 


? THEORET! 
WERE NOT INCLUDED IN THESE CALCULATIONS, 











Figure 5 
ANNUAL INCOME OF NURSES WHO 


ARE WORKING FULL TIME. ACCORDING 
TO LENGTH OF TRAINING PROGRAM* 


2 AND 3 YEARS 


4 AND 5 YEARS 


$3,000 


OR LESS 


$ 3,00!-$ 4,000 


$ 4,00!1-$5,000 





OVER $5,000 


*THIS INCOME DATA IS BASED ON THE YEAR 1953. 
ALTHOUGH ABSOLUTE INCOME OF NURGES HAS 
FOLLOWED GENERAL INFLATIONARY TRENOS, THE 
COMPARIGON GETWEEN THESE TWO GROUPS CAN 
BE EXPECTED TO REMAIN CONSTANT 
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tutions have always produced a far 
larger proportion of nurses than in- 
stitutions receiving other kinds of 
support. 

Does the kind of school a nurse 
attended have any effect on the 
type of work she finds? Yes, ap- 
parently, Figure 4 shows the vari- 
ous kinds of nursing and the pro- 
portions of nurses from the three 
major types of nursing schools that 
are in each position. It reveals that 
a disproportionately large group of 
administrators, head nurses and 
supervisors, and nursing educators 
are graduates of governmentally 
supported schools, while the religi- 
ous schools seem to produce nearly 
three-quarters of all industrial 
nurses. 

It is interesting to note that a 
disproportionately large percentage 
of the nonworking nurses are grad- 
uates of religious schools, a factor 
which tends to counteract the ad- 
vantage gained by the generally 
large proportion of graduates pro- 
duced by such schools. Figure 4 also 
indicates that graduates of volun- 
tary schools gravitate toward school 
nursing and that more than might 
be expected are found in office nurs- 
ing and administrative positions. But 


Figure 6 
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TRAINING PROGRAM FOR 
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Figure 7 
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Figure 9 
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TABLE | 
SPECIAL AREAS OF TRAINING OR EDUCATION OBTAINED BY 
KANSAS CITY NURSES AFTER GRADUATION 
FROM NURSING SCHOOL 
PECIAL AREA OF TRAINING NURSES 
R EDUCATION Number Percentage 
Total having additional training or education® 692 100.0 
Public health 102 14.8 
Nursing education 90 13.0 
Nursing (unspecified) 48 6.9 
Liberal arts 43 6.2 
Miscellaneous clinical specialties® 42 6.1 
Ward administration and/or ward teaching 35 5.1 
Obstetrics 34 4.9 
Social science 33 4.8 
Combinations of collegiate and clinical courses 31 4.5 
Surgery 28 4.0 
Collegiate courses (unspecified) 27 3.9 
Anesthesia 18 2.6 
Miscellaneous medical and hospital techniques‘ 17 2.5 
Several collegiate courses in different areas 16 2.3 
Nursing administration or hospital management 13 1.9 
Psychiatry 12 1.7 
Education (nonnursing) 12 1.7 
Several clinical courses in different areas 12 1.7 
Miscellaneous nonnursing and nonmedical courses? iI 1.6 
Biological sciences 11 1.6 
Area of training or education unspecified 57 8.2 
aura n we 3e0 








the school attached to the voluntary 
hospital seemingly does not produce 
its quota of nursing educators and 
general duty nurses. As a matter of 
fact, it was found that over half 
the graduates of such schools do 
not work in hospitals at all. 

The nurses most likely to work in 


the hospital apparently are the 
graduates of schools financed by the 
government. Two-thirds of these 
nurses are employed in hospitals, 


as are slightly over half of the grad- 
uates of religious schools. 


Length of Training Programs 


A comparatively recent develop- 
ment is the advent of the four- and 
five-year nursing programs. Over 
90 per cent of the Kansas City nurse 
complement are graduates of three- 
year programs, with the one per 
cent who graduated from two-year 
programs being mostly elderly 
nurses. (The effect of the new ex- 
perimental two-year programs has 
not yet shown itself in Kansas City.) 

Only 134 (six per cent) of the 
2,441 Kansas City nurses are grad- 
uates of four- or five-year pro- 
grams, and practically all of them 
are under 40 years of age. Nearly 
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half are under 30. Keeping in mind 
that this is a relatively small and 
a comparatively young group, let us 


observe the effects of the longer 
programs. 
Although about the same pro- 


portions of graduates from both the 
longer and the shorter programs are 
not working at all, a slightly larger 
percentage of those with four or 
five years of training are working 
full time. Differences in income and 
job mobility appear, but they may 
well be the results of age, rather 
than length of the training program. 
In earlier articles we saw that in- 
come is related to age and that grad- 
uates of the four- and five-year 
programs tend to be younger nurses. 
With these facts in mind, the pic- 
ture appearing in figure 5 is not 
surprising. The same observation 
may be made concerning job 
changes: Graduates of three-year 
programs tend to have more job 
stability than those who attended 
four- and five-year schools (figure 
6). Remember, too, that age is re- 
lated to job mobility, with younger 
nurses generally having higher job 
mobility indexes than older ones. 

Real differences begin to appear 
when we look at the kinds of posi- 


tions held by graduates of the two 
different programs. More graduates 
of the longer programs are head 
nurses and supervisors and nursing 
educators than are their sister grad- 
uates of two- and three-year pro- 
grams (figure 7). It is in general 
duty and private duty that the grad- 
uates of the shorter programs tend 
to appear more frequently. It is also 
true that graduates of the longer 
programs are somewhat more likely 
to work in hospitals. 

There is one personal character- 
istic—socio-economic status—that 
sharply sets off graduates of the 
shorter programs. Graduates of the 
four-and five-year schools tend to 
come from families in which the 
father was in one of the higher- 
status occupations. While 25 per cent 
of the graduates of the shorter pro- 
grams had fathers in lower-status 
occupations, only 13 per cent of the 
fathers of graduates of the longer 
programs were in lower-status oc- 
cupations, as seen in figure 8. It can 
also be observed that the graduates 
of four- and five-year programs, in 
addition to having higher socio-eco- 
nomic backgrounds to begin with, 
are making socio-economic advances 
in larger proportions (figure 9). 

It is probably safe to assume that 
if the trend toward four- and five- 
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Figure 12 
EDUCATION AFTER GRADUATION 
FROM NURSING SCHOOL AND 
LABOR FORCE STATUS 
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year nursing education programs 
continues, the face of the nurse com- 
plement will eventually take on a 
somewhat different complexion. Be- 
cause of the relative newness of 
these programs and, therefore, the 
youth of their graduates, their ef- 
fects are obscured somewhat by age 
differences. Although such effects 
undoubtedly do exist, it will take 
several decades before they all be- 
gin to manifest themselves. 


Postgraduate Education 


For some nurses, formal education 
Goes not end with graduation from a 
school of nursing, as evidenced by 
the fact that 29 per cent of the Kan- 
sas City complement have gone on 
to postgraduate studies (figure 10). 
Naturally, the length and quality of 
this education vary widely. Yet we 
are able to distinguish between 
those nurses who attempt to in- 
crease their knowledge and skills 
(nursing and other types) by means 
of formal education and those who 
do not. Because of this, we can de- 
termine whether these two groups 
of nurses differ in other respects. 

A rough breakdown of the kinds 
of knowledge sought by nurses after 
completion of their basic nursing 
education is provided in table 1. Be- 
cause postgraduate education is a 
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prerequisite for positions in public 
health and nursing education, it is 
not surprising that far more nurses 
seek further education in these areas 
than in any of the others. 

There are certain characteristics 
in the nurses’ backgrounds that in- 
fluence their decisions to seek post- 
graduate education. A greater num- 
ber (43 per cent) of nurses who as- 
sociate their families with minority 
groups seek additional education; 
only 27 per cent of those who do not 
feel a minority group identification 
continue their education. It is also 
true that the nurse who grew up in 
a big city is more likely to attain 
postgraduate education than is the 
one who grew up in a village or 
small town. 

Let us turn now to the effect of 
postgraduate education on _ the 
nurse’s field of work, for the data 


indicate that such education is an 
extremely important factor. Over 
half of those nurses without any 
formal education since graduation 
have always worked in Kansas City, 
and fewer than one-third of them 
have worked outside of the states of 
Kansas or Missouri. On the other 
hand, only a little more than one- 
third of those nurses who have re- 
ceived over two years postgraduate 
education have always worked in 
Kansas City. Over half have worked 
outside the two states. 

These observations are corrobo- 
rated by state registrations: The 
more states a nurse has. been 
registered in, the more likely she is 
to have obtained postgraduate edu- 
cation (figure 11). There can be lit- 
tle doubt that the educated nurse 
is generally more mobile, geograph- 
ically, than is the nurse who does 
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12). 
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ly related to job mobility, for al- 
though the more educated nurses 
are more mobile geographically, 
they are more stable jobwise. Al- 
most three-quarters of the nurses 
having more than two years of post- 
graduate education average at least 
two years to every job; only five 
per cent of them average less than 
one year to a job. In contrast, twice 
this percentage of nurses with none 
74%, or less than two years’ additional 
nse education are in the high job mobil- 
57% ity category. 
Do those who go on with their 
formal education and those who do 
not have different reasons for 
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tions. Although about 70 per cent of 
all nurses have received no addi- 
tional education, this is true of over 
80 per cent of the two categories 
mentioned above. The nurse with 
more education is more inclined to 
change jobs because of personal and 
emotional problems, promotions, the 
desire to advance herself, and, most 
important, for educational reasons. 

In what fields do we find nurses 
seeking further education? More- 
over, what fields do nurses with only 
basic nursing education enter and 
remain in? It is in this area, more 
than any other, that the relationship 
between postgraduate education and 
the nurses’ work appears. There are 
four fields that stand out sharply 
from all of the others: Although 
two-thirds of all working nurses 
have not obtained any formal educa- 
tion since graduation, only about 
one-third of the nurses in the fields 
of education, administration, public 
health, and school nursing (figure 
14) have no postgraduate education. 

These nurses are obviously the 
best educated, and for obvious rea- 
sons—they are in fields that require 
some knowledge and skills not al- 
ways thoroughly covered in the basic 
nursing curriculum. The data, how- 
ever, does not reveal whether these 
nurses seek additional knowledge 
because their fields demand it or 
whether they seek those particular 
fields as a result of their desire for 
more knowledge. 

In contrast to nurses in the above 


four fields are those in general duty, 
the doctor’s office, and private duty, 
who receive relatively little formal 
education after completing nursing 
school. This leads us to ask whether 
the attainment of education after 
graduation from nursing school is 
an indication of professional identi- 
fication and commitment. This ques- 
tion can be answered by comparing 
educational achievement with an- 
other factor which is assumed to re- 
flect professional attachment: atti- 
tude toward, and membership in, 
professional organizations. 

We find that the more postgradu- 
ate education a nurse has, the more 
likely she is to think that “every 
registered nurse should hold mem- 
bership in some professional organ- 
ization” (figure 15). And not only 
does she think that way, she behaves 
that way. Of those nurses who do 
not belong to any professional or- 
ganization, 80 per cent have no ad- 
ditional education; only 40 per cent 
of those who belong to three or more 
such organizations have no addi- 
tional education (figure 16). 

We see a steady increase in the 
proportion of nurses with additional 
education as we move from those 
who belong to no organizations to 
those who belong to three or more 
Looking at A.N.A. membership (fig- 
ure 17), we find that although almost 
half of the A.N.A. members have 
postgraduate education, over three- 
quarters of the nonmembers have 
not obtained any formal education 


Figure 16 


since completing their basic nursing 
education. 

A final important variable related 
to postgraduate education is income. 
Because only 11 per cent of those 
without additional education are 
earning over $4,000 annually, it is 
painfully clear that in nursing it 
pays to go on with one’s education. 
Twenty-seven per cent of those with 
up to two years postgraduate educa- 
tion are over the $4,000 line. And 
60 per cent of the nurses with more 
than two years advanced education 
earn more than $4,000, with a 
quarter of them making over $5,000 
(figure 18). 

At the other end of the pay scale 
are the 30 per cent of those without 
further education who earn $3,000 
or less; only one per cent of those 
with more than two years postgrad- 
uate training are in that low income 
bracket. While income has un- 
doubtedly risen for all nurses since 
1953 (the year to which the above 
mentioned salaries apply), there is 
no reason to believe that education 
does not continue to pay off. 


Summary 

Our studies revealed that most 
women enter nursing school with 
only a high school education behind 
them, and that schools of nursing 
attached to hospitals supported or 
controlled by religious organizations 
have always carried a heavy respon- 
sibility for producing qualified 
nurses. And they continue to do 
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so, although institutions under gov- 
ernmental control or support have 
been increasing the proportions of 
their graduates. This has _ been 
largely at the expense of the old 
private-proprietary hospital schools, 
which are now nearly extinct. 

The career patterns of graduates 
from various kinds of schools differ. 
For example, governmentally sup- 


ported schools produce dispropor- 
tionately large numbers of adminis- 
trators, educators, and head nurses 
and supervisors. Graduates of relig- 
ious schools are less likely to remain 
working as nurses than are gradu- 
ates of voluntary or governmental 
schools. Those most likely to find 
employment outside of a hospital 
are the graduates of schools associ- 


Figure 18 


ated with voluntary hospitals. 

The length of educational pro- 
grams is another important factor. 
Practically all (90 per cent) nurses 
are graduates of three-year pro- 
grams. The graduates of four- and 
five-year programs tend to be 
younger and are more likely to be 
employed full time. They generally 
come from higher socio-economic 
backgrounds and are employed as 
nursing educators and as_ head 
nurses and supervisors more fre- 
quently than would be expected. 
Graduates of two- and three-year 
programs are found in excessive 
proportions in general duty and pri- 
vate duty. 

The 29 per cent who have at least 
a year’s education in addition to 
basic nursing school frequently 
choose to study public health and 
nursing education. Although nurses 
with advanced education tend to 
move around the country more, they 
are also inclined to stick to their 
jobs longer. 

The more education a nurse has, 
the more likely it is that she is a 
member of at least one professional 
organization, and she is probably 
making more money. 

There are two factors relating to 
nursing education which must still 
be discussed. One is the question of 
college degrees and their import- 
ance; the other is the attitudes of 
nurses toward present trends in 
nursing education. The next, and 
concluding, article in this series will 
be devoted to a discussion of these 
two factors. 

End Part VII 
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DRUG THERAPY 


by JOAN SARVAJIC, R.N. 


Formerly Instructor in Pharmacology, 
Bellevue Schools of Nursing, New York City 


Varicose Veins: Cause and Treatment 


When man assumed an upright posture, his venous 
system, which is at best a relatively inefficient conduit 
system, became subject to added stresses. The propulsion 
of blood through the veins is primarily dependent upon 
the force remaining once arterial blood has passed through 
the capillary bed. Assisting the venous flow are such 
auxiliary aids as the sucking action of respiration, skele- 
tal muscle contraction, valves, and gravity, itself (except 
in the lower portion of the body where gravity hinders 
venous flow). 

Even with the aid of these auxiliary aids, stagnation 
of flow is not always prevented. When injury, infection, 
and obstruction of the flow become superimposed, the 
veins and the poorly oxygenated blood they carry become 
susceptible to disease. 

Varicose veins are tortuous, dilated distortions of other- 
wise relatively straight veins. While varices may appear 
in several areas of the body, the more common types 
(other than those of the lower extremities) are: esopha- 
geal varices, usually caused by portal hypertension; 
varices of spermatic veins; dilated inferior hemorrhoidal 
veins; varices of the broad ligament, urinary bladder and 
prostatic venous plexus; and varices of the central nervous 
system. A review of pertinent anatomy and physiology 
will help us to understand the pathology of varicosities. 

The muscular coating of veins is considerably thinner 
than that of arteries, possessing neither the contractile 
power nor strength of the muscle surrounding the arteries. 
Consequently, when spasms occur in the veins, they are 
not extreme. The distention may be marked by a mod- 
erate increase in venous pressure. Persistently elevated 
pressure can overstretch and so thin out the muscular 
coat of venous walls as to cause the muscle to lose its 
ability to resume normal tonus. This frequently results 
in irreversible bulging and tortuosity. Alterations in th 
wall of a vein itself may also weaken its structure. 

Veins in the extremities have valves which are arranged 
to permit blood to flow past them toward the heart. 
Their function is to prevent the blood from flowing back- 
wards when there are sudden increases in venous hydro 
static pressure. They also aid in directing the flow of 
blood when venous pressure falls to lower levels. The 
valves are located irregularly where the deep and super 
ficial venous systems branch in the extremities. 

The deep and superficial groups of veins in the leg 
deserve special consideration, since their relationship with 
each other may result in disabling disease. They connect 
at two main points, in the groin and in the posterior sur- 
face of the knee, and there are valves at these junctions. 
The two systems are also connected by a number of com- 
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municating veins. Thus blood going from the toes to the 
heart has several routes of flow. 

The great saphenous vein runs the entire length of the 
medial aspect of the leg from the foot to the groin. 
Branches at the groin must be recognized during surgery 
and divided in order that excision of the great saphenous 
vein for varicosities will not be complicated by recurrence. 

The small saphenous vein collects superficial venous 
drainage from the lateral malleolus area and posterolat- 
eral region of the calf. It ascends to the posterior surface 
of the knee (popliteal space), then dips below a strong 
layer of the superficial fascia to join the popliteal vein. 

The deep veins of the legs are paired with arteries. The 
anterior and posterior tibial veins approach the midline 
of the leg as they ascend in the leg and join there to form 
the popliteal vein behind the knee. The popliteal vein 
then meets the adductor canal and is called the femoral 
vein. 

The profunda femoral or deep femoral vein collects 
blood from the deep thigh muscles and joins the super- 
ficial femoral about an inch and a half below the inguinal 
ligament. 

The common stem above the juncture of the deep and 
superficial femoral veins is known as the common femoral 
vein. As it dips behind the inguinal ligament it becomes 
the external iliac vein. In the pelvis it is joined by the 
internal iliac to form the common iliac vein. The latter 
joins its opposite fellow to form the inferior vena cava. 

Normally, venous pressure in the lower extremities is 
highest when the person is standing and lowest when 
the legs are elevated. Under normal circumstances, it 
drops precipitously (after a slight initial rise) while walk- 
ing. The walking motion undoubtedly produces a milking 
effect which helps to empty the veins. When the valves 
are not functioning correctly, the pressures in the stand- 
ing position are higher than normal: walking causes only 
a moderate drop. An actual reversal of flow has occurred 
in some individuals with varicose veins 

Approximately 10 per cent of all adults over 35 years 
of age have some degree of varicosity in their saphenous 
system. 

The fundamental cause for this unnatural swelling in 
the legs is probably defective valves in the veins con- 
necting the superficial and deep venous systems. These 
damaged valves do not prevent back flow; they allow 
blood with a greater-than-normal pressure to fill the 
superficial system. 

Heredity, increased postural strain, trauma, compres- 
sion or constriction of veins, and phlebitis of the deep 
venous system are important factors in the etiology of 


25 








PA 


é DRUG THERAPY 
@ 


varicose veins. Weakness of the veins appears to be con- 
genital, since children of parents with varicosities tend 
to develop varicosities at a young age. In addition, endo- 
crine or chemical changes may be etiologic factors in 
varicosities 

Prolonged standing may cause undue strain, which re- 
sults in varicosities. It is interesting to note that statistics 
do not indicate a higher incidence of varicosities among 
those employed in work that might be expected to cause 
these unnatural swellings. It is possible, however, that 
such employment may aggravate the condition in persons 


who have a tendency to develop varicosities. 
Constricting garters, enlarged lymph nodes, and pelvic 
tumors all increase venous pressure. The relatively high 


incidence of symptomatic varicose veins during pregnancy 
warrants study. Occasionally, the most severe symptoms 
occur in the early stages of pregnancy, long before the 
growing uterus reaches its greatest size. This has led to 
the speculation that an endocrine factor may weaken the 
venous walls. The congestion in the pelvis during the 
early stages of pregnancy, however, may explain the pres- 
sure that induces these symptoms. 

The superficial venous system of the leg is less capable 
of coping with the stress of increased hydrostatic pressure 
than is the deep system, since it lies relatively unsup- 
ported in the subcutaneous tissue. Venous flow through 
the deep system is aided by the support of relatively 
strong tissues, such as muscle and fascia, and by the con- 
tractions of the muscles. Undue increases in hydrostatic 
pressure tend to follow paths of least resistance. Increased 
femoral-vein pressure is thus transmitted through com- 
municating veins to the superficial veins of the leg. The 
valves at the junctions give way and become incompetent; 
the disproportionately high pressures in the poorly sup- 
ported saphenous system may lead to tortuosity. 

Secondary varicosities may follow years after the de- 
velopment of the deep-vein thrombophlebitis. A greater 
amount of venous blood than is normal is shunted into 
the superficial venous system when the deeper veins 


have become blocked and the valves have become in- 
competent. 
Microscopic examination of varicosities reveals that 


areas of muscular hypertrophy are interspersed with 
areas where there is a remarkable thinning of the venous 
wall. Fibrosis is widespread, low-grade inflammatory 
changes are frequent. Phlebosclerosis, with calcium de- 
posits resulting from fibrosis, is common, even in the 
relatively young patient. 

Occasionally venous stasis—an edematous condition of 
the lower extremities—is carried into the tiny branches 
of the vessels in the skin. When this occurs, so-called 
spider bursts or spider webs appear in the skin. These 
are radiating lines of capillaries caused by venous dila- 
tion. They do not, however, have distinct varicosity. 

The early symptoms of varicose veins are: a general 
feeling of heaviness, drawing sensations, and cramping 
(particularly in the region of the veins, and especially 
while standing). Pain is a variable sympton and usually 
occurs in conjunction with localized thrombosis. But pain 
may occur without any evidence of thrombosis. It may be 
accentuated by pressure or by the presence of a cluster 
of varices. The most severe symptoms develop when der- 
matitis, ulceration, and superficial thrombophlebitis com- 
plicate the varicosity. 

Every local examination for varicose veins is accom- 


26 


panied by a complete physical examination which seeks 
constitutional diseases, infectious diseases, peripheral 
artery disease, and abdominal tumors. The patient’s legs 
are examined while he is standing. 

Once the extent and location of the varicose veins have 
been determined, the physician will perform the Trendel- 
enberg and Perthes’ tests. The Trendelenberg determines 
the location of incompetent valves in the saphenous and 
communicating veins, while Perthes’ test indicates how 
wide the deep veins are open. 

The treatment of varicose veins can be divided into con- 
servative and operative measures. The conservative treat- 
ment is reserved for those patients who cannot withstand 
surgery and for those with minimal involvement. 

As a temporary, palliative measure, elastic stockings 
from toes to groin are used. These stockings compress the 
superficial veins, thus shunting venous flow through the 
deep veins. When the varicose veins are few and have only 
an occasional small tortuous twig, the small segment af- 
fected can usually be treated by injection, which results 
in obliteration. 

With this method of treatment, which is usually tempor- 
ary, a sclerosing solution is injected directly into the vein. 
There are some definite contraindications to injection treat- 
ment. It should not be used when an acute upper respira- 
tory infection, uncontrolled diabetes, local ulcers and in- 
flammations, or advanced arterial disease of the legs is 
present. It should be avoided, too, if the patient has a his- 
tory of cardiovascular disease, because embolisms that 
have developed after the injection treatment have caused 
some deaths. 

An obvious criticism of this form of treatment is that 
it only obliterates the immediately visible segment, and 
there is no assurance that the obliterated vein will not 
form new canals. Therefore, if the patient exhibits a pos- 
sitive reaction to the Trendelenberg test, the sclerosing 
treatment of the veins will have no value, because the 
main stem is incompetent. This type of treatment is 
worthless also when the varicosities are secondary to deep 
venous disease. 

A wide variety of solutions has been employed, includ- 
ing hypertonic glucose solutions and alkaline soaps, such 
as sodium morrhuate, and sodium ricinoleate. These act 
simply b producing a local thrombus. Injections are made 
while the patient is standing and no tourniquet is used on 
the leg. Care must be taken to prevent any of the irritat- 
ing solution from reaching the perivenous tissues, other- 
wise a painful irritation will develop. This can lead to 
sloughing of the skin. Bed rest, with the extremity elevat- 
ed, may also be necessary. 

Surgical treatment for varicose veins consists in the 
ligation and separation of the great saphenous vein at the 
groin, ligation and severance of all the branches arising 
from this area of the saphenous vein, and removal of the 
entire length of the great saphenous vein from the groin 
to the ankle. If necessary, the lesser saphenous vein can 
be similarly ligated and stripped at its juncture with the 
popliteal vein behind the knee. 

Separate incisions may have to be made to remove clust- 
ers of veins which are only indirectly connected with the 
main stream. Only by such a maneuver can one expect to 
remove most of the involved veins, as well as the chief 
incompetent channels. If new, small varicosities appear in 
the months following surgery, they may be treated by 
injection or excised. Despite the radical type of treatment, 
a few patients, particularly those with secondary vari- 
cosities pursuant to deep vein thrombophlebitis, will suf- 
fer recurrences. 

A most important feature of both medical and surgical 
treatment is diligent, long-term follow-up, so that new 
varicosities may be handled promptly and effectively. 
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SODIUM MORRHUATE 


SCLEROSING AGENT 





DESCRIPTION: Sodium morrhuate is a mixture of the 
sodium salts of the saturated and unsaturated fatty acids 
occurring in cod liver oil. 


ACTION AND EFFECTS: The sodium salts of fatty acids 
from animal and vegetable sources are the most com- 
monly used sclerosing agents and sodium morrhuate is 
the most popular and dependable of these agents. Follow- 
ing intravenous injection of this drug, an inflammatory 
reaction is rapidly induced in the intima of the vein, fol- 
lowed by the formation of a firmly attached thrombus. 


USES: Sodium morrhuate is injected intravenously into 
tortuous and dilated varicosities which do not necessarily 
have incompetent valves. The procedure is not used when 
there are extensive varicosities, only for those of limited 
size. It is frequently used to supplement venous ligation 
to completely obliterate varicose veins. 


PREPARATIONS: Sodium morrhuate is utilized as a five- 
per-cent solution. 

There are many other sodium salts of fatty acids de- 
rived from animal and vegetable sources that are com- 
monly used as sclerosing agents. These preparations in- 
clude such proprietary preparations as sylnasol, which 
is the sodium salt of fatty acids extracted from a seed of 


the psyllium group; and soricin, which is sodium ricin- 
oleate. 


DOSAGE AND ADMINISTRATION: Sodium morrhuate, 
as well as the other sodium salts of fatty acids, are gen- 
erally used as five-per-cent solutions. The proper dose 
varies from a few drops (in the treatment of capillary 
nevi) to a total of not more than 5 cc. (in the treatment 
of a major vein varicosity). 


TOXICITY: There have been many sclerosing agents used 
in the past, but sodium morrhuate remains as one of the 
few of those in common use. Some of the others are now 
considered to be either excessively irritant or too viscous 
to facilitate injection. These include 10 per cent quinine 
with urethan, 50 per cent dextrose with sodium chloride, 
50 per cent invert sugar, 15 per cent sodium chloride, and 
20 per cent sodium salicylate. 

Just as with any other sclerosing agent, the real prob- 
lem is to prevent the solution from reaching any part of 
the body other than the vein; otherwise sloughing would 
result. 


PRECAUTIONS: Some patients have unfavorable reac- 
tions to the fatty acids derived from cod liver oil, which 
are used in the preparation of sodium morrhuate. In these 
cases the sodium salts of fatty acids derived from vege- 
table oils should be used. 





QUININE 


SCLEROSING AGENT 





DESCRIPTION: Quinine is the chief alkaloid found in 
the bark of the cinchona tree, which is indigenous to cer- 
tain regions of South America. Chemically, quinine con- 
tains a quinoline ring attached through a secondary alco- 
hol linkage to a quinuclidine ring. There are methoxyl 
and vinyl side chains. 


ACTION AND EFFECTS: Quinine affects such a large va- 
riety of biological systems that it has been called a gen- 
eral protoplasmic poison. It is a marked local irritant, an 
antimalarial. Its primary action is schizontocidal, and no 
lethal effect is exerted on sporozoits or pre-erythrocytic 
tissue. 

Quinine produces analgesic and antipruretic effects; it 
causes vasodilation and blocks the cardio-inhibatory effect 
of vagal stimulations. It has a curare-like action on skele- 
tal muscle and abolishes spontaneous fibrillation in de- 
nervated skeletal muscle. 


USES: Quinine is commonly used as an analgesic for the 
relief of headache, myalgia, arthralgia, and neuralgia; oc- 
casionally it is used to initiate labor in pregnancy. It has 
been used effectively in relieving the symptoms of myo- 
tonia congenita, a disorder characterized by tonic spasm 
of skeletal muscles when voluntary movement is attempt- 
ed. Nocturnal muscle cramps, which occur while a person 
is at rest, are quickly and effectively relieved by quinine 
in most cases. 

Quinine is sometimes employed in the treatment of 
varicose veins, acting by irritating the vascular endo- 
thelium and causing local venous thrombosis. Here it is 
used preferably in combination with urethan because it 
is neutral in solution. Quinine and urea are used together 
in the treatment of hemorrhoids which cannot be treated 
surgically. 


PREPARATIONS: Quinine’s official salts are numerous, 
but those commonly used are dihydrochloride and bi- 
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sulfate, since they are most soluble. Although quinine, 
with urea hydrochloride, N.F., is the salt employed as a 
local anesthetic and sclerosing agent, its solutions are 
strongly acid. Quinine and urethan injection, U.S.P., is 
preferred as a sclerosing agent because its aqueous solu- 
tion is neutral. 


DOSAGE AND ADMINISTRATION: The usual oral dose 
of quinine or its salts is 0.3 to 0.6 Grams, with the total 
daily dose usually not exceeding 2 Grams. The drug 
should be given after meals to minimize gastric irritation; 
the best method is to use the drug in gelatin-capsule form. 
This masks the bitter taste and ensures rapid absorption 
of the chemical in the intestine. 


TOXICITY: Poisoning following the use of quinine is usu- 
ally due to overdosage or to idiosyncrasy. Since marked 
cinchonism (poisoning from cinchona or its alkaloids) can 
occur, not more than 1 milliliter of the solution should be 
used for any one administration. Tissue slough from 
extravasation, as well as postobliterative slough, may de- 
velop and the skin over the vein may become bronzed. 

In its mildest form, cinchonism is characterized by 
ringing in the ears, headache, nausea, and slightly dis- 
turbed vision. When the medication is continued, the gas- 
trointestinal tract and the nervous and cardiovascular 
systems also become involved. 

Renal damage may occur with anuria and uremia. Acute 
hemolytic anemia is a rare complication of quinine 
therapy. 


PRECAUTIONS: The stomach must be copiously washed, 
using a gastric tube, and alkaloidal precipitants should 
be used if they are readily available. Blood pressure must 
be supported and symptomatic measures employed to 
maintain renal function and overcome central depression. 
Caffeine, ephedrine, oxygen, and artificial respiration 
may be necessary to combat respiratory failure. 


27 











VARISOL 


SCLEROSING AGENT 





DESCRIPTION: Varisol is a solution specifically prepared 
f ri 


ise as a sclerosing agent. 


ACTION AND EFFECTS: The combination of compounds 
in Varisol makes the solution both an anodyne and a 
sclerosing agent. If the inner surface of a vein is injured 
either by mechanical means or by the injection into the 
vein of chemical irritants, an intravascular blood clot 
will usually form at the site of the injury. 

When the clot is so extensive that it obstructs the lumen 
f the vessels, and the area involving the clot is bandaged 
with a pressure bandage (to prevent enlargement of the 
vein), the clot will undergo organization with the de- 
velopment of fibrous tissue. The vein will then remain 
permanently closed. This phenomenon has been used to 
ybstruct varicose veins. Thus the injection of Varisol 
makes use of irritants as sclerosing agents. 


USES: This form of therapy is indicated in those cases 
where the varicosities result from simple venous expan- 
sion and where there are no incompetent venous valves. 
It is also commonly used to supplement venous ligation 
n completely obliterating varicose veins. 


PREPARATIONS: Varisol is marketed in 10 cc. ampules 
for parenteral administration. 


DOSAGE AND ADMINISTRATION: The usual dose of 
Varisol is 2 to 20 cc., depending on the size of the varix. 
Injections may be given at two-day or one-week intervals. 
Or multiple injections—totalling not more than 100 cc.— 
may be performed at one time. 


TOXICITY: Reactions vary following the use of any of 
the sclerosing agents. Local reactions consist of burning 
or cramping sensations, urticarial rash at the site of in- 
jection, and perivascular tissue slough. Systemic-type re- 
actions include rare cases of headache, nausea, vomiting, 
drowsiness, and generalized urticarial or pulmonary al- 
lergic reactions. 


PRECAUTIONS: The tissue slough results from spilling 
the sclerosing agent outside the vein, and the degree of 
sloughing and necrosis of tissue is directly dependent 
upon the amount of the spillage. The nurse, in assisting 
the physician, should make every effort to prepare equip- 
ment which will operate efficiently and prevent dangerous 
spillage. 





MECHOLYL CHLORIDE 


PARASYMPATHOMIMETIC 





DESCRIPTION: Mecholy! chloride, N.N.R., is a colorless 
(or white), odorless, bitter powder which is soluble in 
water and alcohol and which absorbs water from the 
atmosphere. It is decomposed by alkalies. In aqueous 
olutions it is fairly stable to heat and deteriorates slowly 
when standing 


ACTION AND EFECTS: After adequate doses of mecholy] 
chloride, the peripheral vessels dilate, blood pressure falls, 
and the heart rate accelerates. In moderate, subcutaneous 
doses the drug causes an increase in tone, contraction, and 
peristalsis of all parts of the gastrointestinal tract. When 
administered subcutaneously, mecholyl causes a transitory 
increase in respiration and may induce coughing. It also 
causes bronchoconstriction and increased bronchial 
secretion 

Lacrimation, rhinorrhea, salivation, and sweating are 
prominent manifestations of the drug’s action. Other re- 
sults are contraction of the detrusor muscle of the urinary 
bladder and a decrease in bladder capacity. 


USES: Mecholy] is used chiefly for its cardiovascular and 
gastrointestinal actions. The drug has been employed suc- 
cessfully for paroxysmal atrial tachycardia, intestinal dis- 
tention, and in a number of peripheral vascular diseases, 
including Raynaud’s disease, Buerger’s disease, and ar- 
teriosclerosis obliterans. Phlebitis and chronic varicose 
ilcers also respond to treatment with the drug. 


PREPARATIONS: Mecholyl chloride, N.N.R., is also mar- 
keted as methacholine chloride (Acetyl-beta-methylcho- 
line chloride), U.S.P. It is sold as a one-per-cent aqueous 
solution in ampules and is also available in bulk for 
preparation of solutions for oral or iontophoretic admin- 
istration. Subcutaneous administration is preferred, the 
dose depending mainly on two factors: the result desired 
and the age of the patient. 
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DOSAGE AND ADMINISTRATION: The dosage range 
varies from 2.5 to 40 milligrams, or more. In treating 
peripheral vascular disease, chronic ulcers, arthritis, and 
scleroderma, methacholine may be administered by ion- 
tophoresis. The drug takes a positive electric charge and 
can thus be carried into the tissues when it is applied to 
an asbestos fabric or cotton pad which is placed under 
the positive electode of a galvanic machine and then 
applied over or near the part to be treated. A current of 
from 20 to 30 milliamperes is employed for 20 to 30 
minutes. 

The drug should not be applied directly over an ulcer- 
ated area of the skin until a firm scab has formed. More- 
over, galvanic burns must be diligently avoided. The 
special technique and apparatus necessary for iontopho- 
resis usually prevent its use by the general practitioner; 
in addition, the cost is prohibitive for most patients. 


TOXICITY: Overdosages may result in an alarming, but 
transient, syncopal reaction with cardiac arrest and loss 
of consciousness. Nausea and vomiting are early signs of 
overdosage, and asthmatic attacks may be precipitated. 
There may be substernal pressure or pain and transient 
dyspnea. It may also cause the patient to faint if he as- 
sumes an upright position during the height of the drug’s 
action. Involuntary defecation and urinary urgency may 
be noted after the administration of large doses. 


PRECAUTIONS: The nurse should be aware that a tran- 
sient, complete heart block may be induced and a short 
period of atrial fibrillation may occur in hyperthyroid 
individuals. Patients with hypertension may react to the 
drug with a precipitous decrease in blood pressure. Cor- 
rective treatment consists of the injection of atropine, 
0.5 to 1.0 milligram, intramuscularly or intravenously, 
depending on the urgency of the case. The patient should 
be kept in a reclining position. If an asthmatic attack 
persists, epinephrine may be needed. 
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Psychiatric nursing has come a long 
way since its inception. After 
studying its present position, a 
leading psychiatric nursing 
C educator asks 


is 
Psychiatric 
Nursing 

at the 


Crossroads? 
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S PSYCHIATRIC nursing at the 

crossroads or is it still obscured 
by the grass in the center of the 
wagon tracks? A brief historical 
perspective indicating some of the 
“camp sites” in its progression will 
help focus on the potentials of psy- 
chiatric nursing. 

In 1946, with the passage of the 
National Mental Health Act, psy- 
chiatric nursing began to assume a 
place on the traditional psychiatric 
team. Recognition is due Robert H. 
Felix, M.D., and Theresa G. Muller, 
R.N., for the leadership given 
throughout these formative years. 
Perhaps the next broad “clearing” 
on the trail back occurred in 1933 
with the first collaboration between 
the American Psychiatric Associa- 
tion and the National League for 
Nursing Education. Thirteen years 
previously—1920—the first psy- 
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chiatric nursing text was written by 
Harriet Bailey. Her textbook has 
undergone four revisions and serves 
to span the years between 1920 and 
1943. 

Another “camp site” on the trail 
back is concerned with psychiatric 
nursing experience during the first 
World War. The experiences and 
understandings achieved by these 
few nurses illuminated some of their 
potential contributions to the care of 
the mentally ill. Dr. Thomas W. 
Salmon’s contribution to nursing in 
these war experiences leads us to a 
still more distant ‘“‘clearing” and his 
work with the newly developed Na- 
tional Committee for Mental Hy- 
giene. 

The 1915 report of the American 
Nurses’ Association financed by this 
Committee entitled “Nursing Care 
of the Insane” revealed 41 Mental 
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Institutions operating training 
schools for nurses. It emphasized, 
“Nurses themselves need to be edu- 
cated to the needs of the mentally 
* until nurses see their op- 
they can scarcely expect 
the doctors and the public to recog- 
nize it.”” Linda Richards, too, stimu- 
lated this movement by pointing out, 
“Tt stands to reason that the mental- 
ly sick should be at least as well 
cared for as the physically sick. The 
average probationer does not possess 
ge amount of patience or 
essential qualities of a 
nurse. In nursing the insane 
qualities must be cultivated.” 

Historically nurses have recog- 
nized, at least periodically, their re- 
ponsibilities in providing care for 
the mentally ill. Their work seems 
to be only as effective as the medical 
profession requires. As Dr. Hamilton 
indicated in “One Hundred Years of 
American Psychiatry”: 


ck for 
IL A, iUi 


portunity 


a very la! 
tact two 
good 
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When it comes to what may be prop- 
erly called psychiatric nursing—the 
application of the best nursing in- 
telligence and training to the per 
onal problems that have brought 
the patient to the institution, the 
problems of his conduct—there is 
again considerable variation. 

Standards in this regard are very 
high in many hospitals. In others 
both physicians and nurses seem 
content if only the physical ailments 
of selected patients in a few wards 
are given decent attention by a 
small number of graduate nurses 
with some attendant help, the nurses 


are not consistently informed nor 
are they expected to inform them 
selves, by conference and study 


about measures to improve the state 
of mind of their patients. 


Some of the earliest attempts to 
develop this capacity in the nurse 
originated with Dr. Edward S. 
Cowles, Medical Superintendent, 
McLean Asylum, Sommerville, Mass. 
Through his efforts, organized in- 
struction in psychiatric nursing was 
established and Mary F. Palmer, the 
first nurse superintendent at McLean 
received her appointment about 
1882, two years after Linda Richards 
had established the first training 
school for nurses in America. 

Viewed from the historical per- 
spective, the medical influences 
which have necessarily contributed 
their own particular philosophy and 
theoretical constructs, their needs 
and their interpretations of the pa- 
tient’s needs have been the cradle 
of psychiatric nursing. We must un- 
avoidably develop from these begin- 
nings and will also tend to develop 
in the direction of those with whom 
we associate. Dr. Cowles’ observa- 
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tion that “the primary and most 
general requisite in the nurse is per- 
fection in her personal relations 
with the patient, and this is best at- 
tained in mental nursing” is an ap- 
propriate comment to return us to 
1946 and the National Mental Health 
Act, one of the more significant 
“camp sites.” 

The emphasis of the National 
Mental Health Act on the educa- 
tional preparation of the members 
of the Interdisciplinary Team is par- 
ticularly important to nursing. The 


intra- and interdisciplinary com- 
munication aspects of education 
have been emphasized in many 


writings for those who are able to 
“‘see.”’ It seems to be one “crossroad” 
that is an especially hazardous one 
to negotiate. The reasons are of 
course multidimensional and there- 
fore present many difficulties in suc- 
cessful control or elimination of the 
problems. One of the outstanding 
reasons apparently is the limitations 
of the nursing profession toward 
preparation of its members for ac- 
ceptance of responsibility for self- 
development and _= self-awareness 
which would make realistic team 
membership more nearly possible. 

A second factor is imbedded in the 
traditional relationship between 
physician and nurse and the char- 
acteristic myopia from which both 
groups suffer. Correction of visual 
defects can be accomplished by an 
appropriately ground lens which 
might be likened to the additional 
preparation needed for planning and 
working together. Modification of 
the educational experience of both 
and additional exercise at profes- 
sional levels which tends to bring 
out the potential muscle strengths 
thus promoting more adaptability 
and flexibility in complementing 
each other in the particular role for 
which he is prepared, is a second 
factor in correcting the myopia. It is 
not too unusual either that the step- 
children of both medicine and nurs- 
ing may have some adolescent ad- 
justment problems in relation to 
establishment of their dependent- 
independent ratio and in terms of 
the interdependence that is inex- 
tricably involved. The perceptive 
bonds of the interdisciplinary team 
may, at times, be distorted by over- 
loading the channel, inadequate re- 
ceiving equipment, or a weak signal. 

Working through the electronics 
involved in television is no more 
complex than working out the elec- 
trical potentials and dynamic 
charges involved when groups of 
people direct their energies to ac- 
complish a task that has for so many 
years defied the efforts of so many 


in terms of real accomplishment. It 
is to be expected too that the frus- 
trations inherent in the task ac- 
count for mounting tensions and 
pressures which must be dissipated 
in constructive directions lest they 
accumulate and explode in destruc- 
tive fashion. Is _ interdisciplinary 
communication not the “right arm” 
and a major “crossroad” for psy- 
chiatric nursing? 

The “left arm” of this “crossroad” 
is composed of a large army of 
auxiliary nursing personnel. This 
group has made sincere and con- 
sistent application to the welfare of 
the mentally ill. They provided the 
only warmth and compassion for the 
patient for many years and have re- 
peatedly managed to bring thera- 
peutic experiences to their patients. 
Theirs has been a position of rela- 
tive security and comfort in the 
power they commanded, the secure 
relationship with the physician, and 
freedom from frequent adjustment 
and modification of traditional pat- 
terns of behavior. 

Invasion, and I use the term 
loosely, of professional nurses into 
state hospitals has threatened or 
strengthened this group depending 
upon the preparation and capacity 
of the nurse and the individual and 
group nature of the attendant. The 
natural human resistance to change 
and the inevitable result of man’s 
inability to prevent change have 
brought concomitant stirrings in 
the attendant group. This unrest 
necessarily has implications for the 
progress of psychiatric nursing and 
potentially for the total team. The 
economic, social, and cultural factors 
deriving from this group, as well as 
the personal needs for feelings of 
individual worth and significance 
have to be reckoned with in terms of 
their constructive relationships with 
patients and professional personnel. 
Their potential contribution is de- 
pendent upon the selection of ap- 
propriate combinations in this com- 
plex setting of interacting needs. 

The close working relationships in 
patient care require that nursing 
maintain effective communication 
and correlation with this group. Em- 
phasis on rapid and mass education 
with its resulting superficiality and 
inappropriate didactic content in 
terms of the aims and needs of the 
attendant group produces anxiety 
in the attendant. Opportunities to 
develop through clinical practice, 
supervision, and guided group dis- 
cussion would appear to provide a 
more effective means of conveying 
the kind of knowledge and skill that 
is both satisfying to the attendant 
and effective for patient care. 
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The attendant seems to want to 
know more, to become more effec- 
tive, and to accept guidance from 
those who are able to convey it. But 
it does seem unreasonable to expect 
him to learn from those who know 
less than he. It becomes apparent 
that to work effectively with this 
group demands a full measure of 
maturity and independence, self- 
reliance, and self-confidence within 
the nurse herself and in the group 
that is professional nursing. 

As we engage the right and left 
arm of the “crossroad” and proceed 
toward the center of the intersec- 
tion, it becomes apparent that we 
are entering a four-lane highway 
that stretches ahead. This highway 
might be perceived as the roadbed 
of the patient’s progress. Even as 
the automobile driver is accorded 
more maneuverability on the mod- 
ern four-lane highway, so the pa- 
tient might make more rapid pro- 
gress if he might change from one 
lane to the other depending upon 
the suitability of the lane to satisfy 
his therapeutic needs. 

If we, in nursing, are to integrate 
effectively with the flow from either 
side, let us consider, first, the total 
field of nursing; second, the nature 
and practice of psychiatric nursing; 
and third, the education for psychi- 
atric nursing, as they relate to each 
other and to the “road ahead.” 

The field of nursing has developed 
a core of basic content, principles 
and skills. Those of us concerned 
primarily with nursing care of the 
psychiatric patient have a responsi- 
bility to contribute to the unification 
and composition of the whole of 
nursing. The speciality of psychiatric 
nursing is derived from this core, 
which is nursing, but has been fed 
and nourished by a number of dis- 
ciplines concerned with the motiva- 
tion and modification of human be- 
havior. 

Our concern then is the appropri- 
ate sharing of our particular de- 
velopment with the total field of 
nursing, while the other side of the 
coin is involved with drawing from 
the strengths of the total profession 
that which is significant to psychi- 
atric nursing. 

Our interest in, and concern with, 
the nursing care of the total patient 
—mind, body, and spirit—is receiv- 
ing more general acceptance. The 


tide of technical expertness and 
efficient sterile management of 
patients has decreased. There is 


more widespread recognition of the 
contribution of psychiatric nursing 
insights to nursing practice in any 
field, general or special. 

The developments and insights of 


APRIL 1958 


dynamic psychiatry have been influ- 
ential in modification of patient care, 
and in administrative and educative 
patterns in general nursing. Some of 
this has been inflicted upon them by 
the change in the student following 
psychiatric nursing and some has 
resulted from the teachings of psy- 
chiatric nursing leaders. Here one of 
the truths of psychiatry that has to 
be well and early learned applies. 
We are unable to help people until 
they are ready to be helped, and 
even then it must come in appropri- 
ately small doses. 

Insights may come in a variety of 
ways, but then only if one is looking 
for them and even then it does not 
necessarily follow that one will be 
able to grasp them when they do 
arrive. I think this is particularly 
appropriate in nursing. Frequently 
the words arrive and are outworn 
before the message is received. 
Hopefully then, we may anticipate 
that the dynamic interchange with 
the total nursing profession will 
bring increasing strengths to bear on 
the development of the profession 
and thus supply psychiatric nursing 
care for patients with emotional 
“dis-ease” through improved prac- 
tice in all nursing. 

Psychiatric nursing is based on a 
philosophy that stems from a gen- 
uine interest in, and sincere concern 
for, the welfare of human kind. Ac- 
ceptance of, and faith in, the concept 
that man functions in accord with 
his capacities and potential is also 
basic to this philosophy. 

The limitations in appropriate 
functioning resulting from _inter- 
ferences with this potential are the 
concern of psychiatric nursing. Since 
1946, the professional literature in 
nursing shows an ever-increasing 
attempt to encourage and promote 
self-understanding, self-responsibil- 
ity, and development of the ability 
to utilize effectively the knowledge 
of dynamic psychology. Knowledge 
alone without the integration and 
personal application to become in- 
sightful is inadequate. Insights and 
understandings come in levels or 
stratifications. Stratification is nec- 
essary, but one is so constructed that 
he is likely to believe that he has a 
complete grasp at any level only to 
discover that which he thought an 
accomplished fact today requires 
further clarification tomorrow. The 
need for security makes relinquish- 
ment of these earlier levels difficult. 
However, there is no constant which 
one may apprehend and then “rest” 
in the assurance that it will remain. 

Psychiatric nursing has accord- 
ingly accepted for its case ‘“‘thera- 
peutic use of self.”” Here the psychi- 


atric nursing practitioner is in an 
enviable position for her opportuni- 
ties for continued personal and pro- 
fessional growth. If one whole- 
heartedly and honestly accepts the 
philosophy of “therapeutic use of 
self” then it must necessarily follow 
that the “self” be therapeutic. 

This leaves little room for the 
personal bias, pettiness, faulty judg- 
ment, rationalizations, projections, 
and displacement which protect or 
hide us from ourselves. A failure in 
terms of mechanical, chemical, or 
technical agents when utilized for a 
therapeutic purpose can be quite 
readily relegated to the trash can. 
The more sobering experience of a 
nontherapeutic effect of the self in 
relation to patient progress can not 
be so readily relegated to the “trash 
can.” Then the oft-repeated question 
“If it’s supposed to work why 
doesn’t it or why won’t it?” arises 
and this is the opportunity that I 
see as psychiatric nursing. 

The process of learning and un- 
derstanding and applying is repeat- 
ed in as many keys, variations, and 
moods as one finds in a fine phil- 
harmonic orchestration. Similarly 
there are as many discords in the 
practice sessions and unfortunately 
we don’t have an “opening night” 
or even a “dress rehearsal.” Our 
score cannot be preserved on wax or 
plastic but our accompaniment must 
be ever increasingly creative and 
individually tuned to the unique 
capacity of the “star” who is our 
patient. 

Therapeutic use of the self, then, 
is as individual and as unique as the 
“selves” that are using it. For those 
who are so concerned about the 
nebulous role of the _ psychiatric 
nurse and the confusion apparent to 
them in psychiatric nursing, I sug- 
gest that it is not nebulous or con- 
fusing but rather their inability to 
function without firm walls of struc- 
ture, definite patterns of organiza- 
tion, and spelled-out techniques of 
interpersonal relations. These serve 
frequently to regiment and restrict 
rather than to release, support, and 
encourage the potential strengths 
and capacities for psychiatric nurs- 
ing. 

The practice of psychiatric nurs- 
ing can be realized only in terms of 
a collaborating relationship with the 
other disciplines. Therapeutic use of 
the self cannot be utilized if there 
is no “self.” “Self” cannot be de- 
veloped if one is not expected to 
develop it. Expectations are realized 
only in terms of the need they fulfill 
and so, if psychiatrists and nurses 
are satisfied with automatons in 
psychiatric nurses, then the frustra- 
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tions and anxieties which promote 
self-searching will not be forthcom- 
ing and we will remain in suspen- 
without the opportunity to 
out” the inappropriate 
elements in the development and 
progression toward construction of a 


sion 
“precipitate 


“therapeutic self.” 

Psychiatric nursing will always be 
practiced at the personal psycho- 
logical level of the nurse involved. It 
will never be constant at any specific 
level. The minimum requirements 
may be established but the maxi- 
mum will be established only by the 
personal maturity, warmth, and 
integrity of the individual nurse, 
which may some day make possible 
an intelligent concern for our effect 
upon the patient and this effect may 
truly be “therapeutic use of self’ in 
patient care. 

The practice of, and education for, 
psychiatric nursing are interrelated 
by the bonds of professional nursing. 
Education in psychiatric nursing has 
for several years accepted the re- 

ponsibility for contributing under- 
standings of the emotional concom- 
mitants of physical disease, the 
emotional factors in the etiology of 
both psychosomatic and 
psychoneurotic, as well as the un- 


aisease, 


derstanding and care of the psy- 
chotic reactions, while the general 


nursing program assumed responsi- 
bility for care of the body. 

The current programs tend to 
place more emphasis on emotional 
and psychological factors, however, 
understanding of the “self” and its 
effect on others still seems to be, ex- 


cept in individual situations, pri- 
marily the responsibility of psychi- 
atric nursing. Thus our purpose is 


threefold 
general 


One, to contribute to the 
preparation of the nurse: 
the basic level for 
beginning psychiatric nursing: and 
three, to provide a sound clinical 
basis for specialization. 

Psychiatrie nursing at the basic 
level is taught primarily by affilia- 
tion with a psychiatric hospital. This 
necessitates a break in the continu- 
ity of experience and the relation- 
hips of students. The clinical ex- 
perience with psychiatric patients is 
currently of necessity, if not appro- 
priately, in large state psychiatric 
hospitals. In spite of much progress 
in psychiatric treatment and pro- 
gramming, there still is a wide range 
in philosophy of patient care, ade- 
quacy In staffing, and preparation of 
personnel providing patient care. 

In view of this, is it not wise to 
question the advisability for basic 
experience in a state hospital? There 
are many factors on both sides 
which should be evaluated. Where 


two, to present 
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does responsibility for basic prep- 
aration in psychiatric nursing be- 
long? Should basic schools provide 
themselves with psychiatric nursing 
faculties? Could the abundant clini- 
cal material in the general hospital 
be utilized to teach basic psychiatric 
patient care? The storm of protest 
that I feel will arise from psychiatric 
facilities as a result of the loss of 
potential staff recruitment might be 
compensated for by utilizing these 
state hospitals for the basic degree, 
supplemental graduate nurse degree 
programs, and the graduate special- 
ist programs. 

There is a tremendous gap between 
the basic preparation of the diploma 
student and the preparation needed 
for the positions in psychiatric hos- 
pitals that she is expected to fill. 
There is a constantly recurring trend 
toward bridging the gap by some 
type of supplemental program, in- 
ternship, or residency, and inservice 
programs. Whether these will de- 
velop and fill this gap between gen- 
eral preparation in nursing and spe- 
cialist preparation in_ psychiatric 
nursing is still unknown. 

The protests on the part of home 
schools will inevitably occur in the 
selection of appropriate clinical 
areas and faculty members prepared 
to present a program which insures 
correlation and integration of psy- 
chological concepts on a continuum, 
but until it is expected of them, they 
will remain unable to produce. 

The aim toward preparation of 
the nurse for beginning psychiatric 
nursing calls attention to the fact 
that opportunities to work at begin- 
ning levels are virtually nonexistent. 
What happens to the _ beginning 
“self” concept in therapeutic ex- 
pectations if there is overwhelming 
anxiety, frustration, and inadequacy 
in the situation? Is it not more rea- 
sonable to assume that the graduate 
of the basic degree program is better 
equipped to function at the begin- 


ning levels that are available in 
psychiatric hospitals? This seems 


also to mesh appropriately with the 
growing demand that psychiatric 
nurses be skilled in the management 
of groups. 

The traditional nurse preparation 
is individual-oriented However, 
with growing awareness of the need 
for and values to be derived from 
the development of capacities for 
group direction and management, 
we need to capitalize and progress 
from the very highest level in nurse 
preparation that we can procure. 
The expectation that the nurse be 
the catalyzer and leader in the ther- 
apeutic community requires that she 
understand not only individual dy- 


namics, but also dynamics of group 
interaction and I submit that this is 
indeed a large order from a 12-week 
experience at the diploma level. 

The third goal, sound preparation 
for the clinical specialist in psychi- 
atric nursing is concerned with pro- 
viding a basis for progression to 
graduate study. To adequately pre- 
pare the nurse in her specialty pro- 
gram, the undergraduate clinical 
program must insure preparation in 
clinical skills, start the process of 
self-understanding, and_ provide 
meaningful experience in “thera- 
peutic use of self” in patient care. 
Education for professional practice 
is the common denominator then, for 
a continual progression through 
application of psychological under- 
standings in patient care, from 
patients who need only minimal 
support to those who require mas- 
sive doses. 

In summary, I have tried to visu- 
alize psychiatric nursing at the 
“crossroads,” presenting an histor- 
ical perspective on its development, 
the “trail back,” the “right arm,” 
the forces of interdisciplinary pro- 
fessional care of the mentally ill, 
and the “left arm,” the large auxili- 
ary nursing group. The characteris- 
tics and capacities which are unique- 
ly nursing and the responsibilities and 
implications for nursing as a mem- 
ber of the team were indicated by 
the nature of the “road ahead.” I 
agree with the late Dr. Marie I. 
Rasey, who marvels at the char- 
acteristics of human nature. Nothing 
seems to illustrate our position any 
more clearly than her view of the 
human infant: “He is barely able to 
crawl but already he is striving to 
stand up and walk.” So I think that 
we in psychiatric nursing are “striv- 
ing to stand up and walk.” 
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Hurdles in the Way Ahead 
(Continued from page 16) 


can and should be done in the home 
and local church. Supervision in our 
residences usually consists of a 
housemother or two to about 100 
students, all strangers to one an- 
other, with no blood ties or unitary 
religious dedication to bind them. 
Occupational unity is not enough. 
Does this way of living, during a 
highly formative period, provide an 
adequate substitute for the strong 
bonds and high ideals of family, 
home, and church? Surely, all of our 
nursing students are not the prod- 
ucts of broken homes or delinquent- 
ly inclined. Students are sometimes 
justified when they ask if the resi- 
dence is a reform school. If dormi- 
tories are needed for out-of-town 
or homeless students, they should be 
provided on the same basis as they 
are on a good college campus, but 
let us recognize this as a service and 
a cost distinct from the essential 
educational program for nurses. And 
let it be financed in a manner that 
will be just both to students and 
patients. 


Cost Analysis 

The growing practice of carefully 
analyzing the cost of all types of 
nursing programs is the first step 


toward correcting some of these 
irregularities. Originally, student’ 
service was considered adequate 


payment for student maintenance, 
but today hospitals are complaining 
that the cost of nursing education is 
becoming prohibitive. Perhaps they 
should say that student service no 
longer pays for the student’s keep. 
Why should it? If there is a mone- 
tary value on student services, the 
student should be paid for the serv- 
ice she renders and should, in re- 
turn, pay her own educational ex- 
penses. 

That is the just way and the usual 
American way; it is the way fol- 
lowed in other professions and in 
the education of practical nurses. 
Some educators maintain that there 
is no monetary value on student 
services; while others say that there 
is a monetary value, since patients 
are charged for these services. 

The question can be settled in 
each situation by a sound cost 
analysis. The latest method devel- 
oped by Dr. Lyle Saunders, reported 
in Cost Analysis for Collegiate Pro- 
grams in Nursing, Part II, by Dr. 
Lesley Knott and his associates, 
should be very helpful. Many busi- 
nessmen have questioned the sound- 
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ness of the practice of hospitals sub- 
sidizing nursing education. What is 
needed is an honest analysis of the 
cost of educating a nurse, exclud- 
ing the cost of her residence, which 
should not be a compulsory part of 
the school system. Once this is ac- 
complished, the way will be open 
for us to work toward more clearly 
defined levels of nursing practice, 
toward better preparation of more 
nurses in less time. We shall be able 
to establish more harmony and less 
discord among all who serve the 
patient, and there will be a better 
public climate in which to seek 
financial support for nursing edu- 
cation. 


Nursing schools cannot finance 
nursing education by tuition and 
fees alone, any more than any 


other form of education can. Sup- 
port will have to come from other 
sources, and until better arrange- 
ments can be made, hospitals may 
have to continue their support for 
some time. 

The above statements are not to 
be construed as an attempt to di- 
vorce nursing from the _ hospital 
scene, for nursing students will al- 
ways require clinical experience. In 
justice to the patients, however, 
the students must be sufficiently 
trained and supervised so that they 
will give the patient the full care he 
needs; students should not be as- 
signed to meet nursing service 
shortages. It should be realized also 
that students have needs which 
arise during their training and 
which must be satisfied. 

However, hospitals are not the only 
agencies that should examine their 
relationships with nursing educa- 


tion, for there are some very -un- 
sound educational practices con- 
ducted on the college and university 
levels that are tolerated and even 
encouraged. But these practices are 
not allowed to exist in any other 
academic situation. This question 
must be answered: “Is the college 
or university interested in prepar- 
ing competent professional nurses or 
is it merely satisfied with conferring 
some kind of academic degree?” 

These institutions do not perform 
a favor to the public or to the pro- 
fession by tolerating anything less 
than an academically sound nursing 
program on their campuses. There 
are sound criteria by which to eval- 
uate nursing programs, and there 
are recognized sources from which 
assistance can be obtained to aid in 
attaining and maintaining sound 
programs on the collegiate and uni- 
versity levels. There is every reason 
to believe that sounder planning in 
nursing education, more in keeping 
with present day educational stand- 
ards, will attract and hold increasing 
numbers of students in all programs. 
This in turn will help us to meet the 
needs indicated in Nurses for a 
Growing Nation. 

No one advocates that the present 
nursing education system be sum- 
marily abolished; it has been much 
improved over the years, particu- 
larly in the last decade. Yet we 
must continue to study it, to refine 
it, to bring it in line with our edu- 
cational and professional objectives, 
to experiment with new plans. Then 
we should inaugurate sounder pro- 
grams as rapidly as circumstances 
will permit. This is the task before 
us all. 
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od is not to exceed six months from 


the date the application is filed at 
the Minnesota Board of Nursing, 700 


Minnesota Building, St. Paul 1, 
Minn. 

Illinois Convention 

The Illinois Assn. of Nursing 


Homes will conduct its Eighth An- 
nual Convention May 8-9 at the 
Hotel Nachusa, Dixon, Il. General 
chairman of the affair is Caroline 
Belcher. Marie Riaiey is president 
of the association. 


NFLPN Annual Meeting 


The National Federation of Li- 
censed Practical Nurses, Inc., has 


set Oct. 4-10 as the date for its Ninth 


Annual Convention. The annual 
meeting will be held in Providence, 
R.I., at the Sheraton-Biltmore Hotel. 


Official Pin 

The introduction of its official 
black and gold pin will highlight the 
American Nurses’ Association’s 4lst 
Annual Convention, which is to be 
held in Atlantic City, N.J., June 
9-13. 

The pin bears the official symbol 
selected by members at the associa- 
tion’s 1956 convention. It will be 
presented at a special ceremony dur- 
ing the convention, after which 
members attending the meeting will 
be able to purchase it. 

The pin can be ordered 
through the state nurses’ associa- 
tions. Proof of A.N.A. membership 
is required for purchase. The associ- 
ation is currently having the design 


later 
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produced in charm form, to be worn 
on a bracelet or as a pendant. 


Little Aid 

Recent reports indicate that only 
13 states offer any scholarship aid 
for nursing students. The total al- 
loted is about $1 million. Ten states 
have appropriated $500,000 for grad- 
uate nurse education. 


Traineeship Conference 

The U.S. Surgeon General has 
called a conference to evaluate the 
the effectiveness of the Professional 
Nurse Traineeship Program. 

The conference, scheduled for 
early August, will appraise the value 
of the program in meeting the needs 
for professional nurses in teaching, 
supervisory, and administrative po- 
sitions. Possible modifications of the 
program will also be discussed. 

Attending the conference will be 
representatives of professional and 
training groups and members of 
the committee appointed earlier to 
advise on the administration of the 
program. 

A report on the conference and 
recommendations reached will be 
submitted by the Surgeon General 
to Congress during its 1959 session. 
An evaluation conference on the 
traineeship program for _ public 
health nurses is also planned. 


Legislative Meeting 

A review of the American Nurses’ 
Association’s present noncommital 
position regarding government-sup- 
ported health and medical care was 
one of the topics discussed by its 
legislative committee at a recent 
one-week meeting at the Sheraton- 
Park Hotel in Washington, D.C. 

The final decision on the associa- 
tion’s position will be made by the 
House of Delegates at the June con- 
vention. 

The A.N.A. has urged that the 
federal aid for federal traineeships 
for graduate nurses be raised this 
year from $3 million to $7 million, 
and _ professional public health 
traineeships from $2 million to $5 
million. In line with this, the A.N.A. 
is also reviewing the entire question 
of government aid to nursing edu- 
cation. 

Speakers at the conference includ- 
ed: Representative Edith S. Green, 
(D. Ore.); Agnes Ohlson, A.N.A. 
president; Dr. Valerie A. Earle, as- 
sistant professor of government, 
Georgetown Univ.: Dr. W. Brooke 
Graves, Legislative Reference Serv- 
ice, Library of Congress: and Mrs. 
Margaret Carroll, assistant execu- 
tive secretary for the legislative pro- 
gram of the A.N.A. 
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CLASSIFIED 
ADVERTISING 


20 cents per word, minimum charge $6.00. 
Capitals, or bold face, $2 per line extra. 
Lines of white space, $2 per line extra. 
Telephone orders not accepted. No agency 
commission allowed. Closing date for ad- 
vertisements: 15th of 2nd month preced- 
ing publication date. Advertisements which 
arrive too late for insertion in one issue 
will automatically go into the next issue 
unless accompanied by instructions to the 
contrary. The publishers reserve the right 
to refuse or withdraw any advertising, at 
their discretion, without advance notice. 
Send ads with remittance to: Classified 
Ads, Nursing World, 480 Lexington Ave., 
New York 17, N. Y. 

















DIRECTOR—-NURSING SERVICE: 60-bed gen- 
eral hospital, fully accredited, expansion pro- 
gram, liberal] salary range and employee benefits. 
Midwest—population 10,000. Rail and bus con- 
nections excellent to larger cities. (Contact Ad- 
ministrator, Lawrence County Memorial Hospi- 
tal, Lawrenceville, Illinois). 


SUPERVISOR, O.R. & GENERAL DUTY 
NURSES: Positions in general] hospital, suburb 
of Washington, D.C. New air-conditioned wing, 
piped-in oxygen, nurse-patient intercom, 40-hour 





week, merit increases. Nearby universities for 
continued education. Suburban Hospital, Beth- 
esda, Md. 








WANTED: PEDIATRIC NURSES. Interested in 
total pediatic experience, 100-bed service in Uni- 
versity teaching hospital. Experience includes 
premature, isolation, surgical, specialties, in ad- 
dition to general pediatric nursing. Active in- 
service participation. Salary: For rotation, $290 
per month. Evening or night, $304. New air- 
conditioned hospital, good personnel policies, 
recreational facilities abundant. Apply: Director, 
Nursing Service, University of Texas Medical 
Branch Hospitals, Galveston, Texas. 


PSYCHIATRIC SUPERVISION: Opportunities 
for head nurses, evening and night supervisors 
following day orientation. Hospital for rapid 
treatment. 250 beds. University teaching unit. 
Large student nurse program including affiliates. 
Salary dependent on preparation and experience. 
Excellent living, Gulf Coast City. Good person- 
nel policies. Staff nurses also needed. Write: 
Director, Nursing Service, University of Texas, 
Medical Branch, Galveston, Texas. 


REGISTERED NURSES: Responsible positions 
open. Beginning salaries from $290.00 to $315.00; 
guaranteed salary increases each six months. 
Newly remodeled, air-conditioned, 35-bed general 
hospital. More than customary fringe benefits. 
Apply to Ed Moore, Administrator, Caney Valley 
Hospital, Wharton, Texas, for details. 














REGISTERED NURSE: For younger boys’ camp 
on Kezar Lake, Maine. June 26 - Aug. 21. Salary 
$300. Write or phone David W. Mason, RFD, 
Lovell, Maine. 








WANTED: Registered Medical Record Librarian 
for 152-bed general hospital, plus 36 bassinets, 
averaging 20 admissions and 20 discharges per 
day. Must take minutes at all doctors’ meetings 
and Board of Trustees’ meetings. New cheerfu! 
department complete in every manner for medical 
records, including 3 typists and file clerks. The 
starting salary is at least $400.00 per month 
with full maintenance; living quarters in beau- 
tiful nurses" home with all private rooms. 
Opportunities for salary advancement. Hospital 
is located 26 miles from New York City and is 
served by D.L.&W.R.R. and the Greyhound Bus 
line. Avply Dover General Hospital, Jardine 
Street, Dover, N. J. c/o C. T. Baker, Director. 





GRADUATE NURSES: Employment available 
in a new $13,000,000 hospital. Salary $3,700 per 
year, additional increases $100 a year for 5 
years. Dinner and laundry, 40-hour week, liberal 
vacations, sick time and holidays. Inquire Direc- 
tor of Nursing, Martland Medical Center, New- 


7 


ark 7, NJ. 





| > ee EMBLEMS 

(A) Front car 

plave, or (B) emblem to attach on 
license plate. Available for 
Registered Nurse, Practical 


Nurse, Hospital Technician, 
or Medical Technician. At- 


tractive aluminum, rust- 
proof. $2.98 each. Also 
available: Lapel Pin $1.50, 
Cuff Links $2.98. Gold 


finished, lacquered. Money 
back guarantee. 
STADRI CO 


Dept. NW4, Whitestone, N.Y. 














WORK OVERSEAS OR RETIRE IN MEXICO: 
Many companies need qualified nurses in their 
overseas hospitals. Our booklet tells how and 
where to apply. Want to retire in luxury on a 
very small income? Our second booklet shows 
you how and where in beautiful Mexico. Total 
price both booklets only $1. Limited offer. Satis- 
faction guaranteed. Publisher Rathe, P.O. Box 
2013, Station D., Pasadena, Calif. 


DIRECTOR OF NURSES: B.S. degree in Nurs- 
ing Education and experience or Masters Degree. 
Salary open. 40-hour week. Good personne! poli- 
cies. Hospital fully approved by J.c H.A. Dixon 
Public Hospital, Dixen, III. 


REGISTERED PROFESSIONAL NURSES: 450- 
bed newly remodeled general medical and surgi- 
eal hospital, including a 120-bed Tuberculosis 
unit. Openings for men and women. Beginning 
salary $335 - $622 per month, 30 days vacation, 
15 days sick leave, 8 holidays. Retirement sys- 
tem, uniform allowance, and laundry service. 
Write: Chief, Nursing Service, V. A. Hospital, 
Alexandria, Louisiana. 

REGISTERED NURSES: Female, with New 
York State licenses. Apply to Mr. John C. Doyle, 
Assistant Administrator, 9 East 91st Street Hos- 
pital, New York 28, New York. 





DIRECTOR — NURSING SERVICE 
AND EDUCATION 
300-bed Protestant general hospital — expansion 
program in progress with 150-student School 
of Nursing, needs Director of Nursing to be 
responsible for Nursing Service and School of 
Nursing. Applicants should be in _ excellent 
health, between approximate ages of 35-45. Lib- 
eral salary range and benefits. Excellent working 
conditions in one of the Midwest’s foremost 
institutions, centrally located in the city and 
convenient to outstanding residential and shop- 
ping facilities. Contact: Mr. S. W. Martin, Ad- 
ministrator, MILWAUKEE HOSPITAL, 2200 
West Kilbourn Avenue, Milwaukee 3, Wisconsin. 


ASSISTANT TO DIRECTOR OF NURSING: 
To assist in directing nursing care in O.B. Unit 
of 629-bed General Hospital. Beginning salary 
$5,967 with increases to $7,111. Liberal vacation, 
longevity, and retirement benefits. Prefer B.S. 
in Nursing. Apply Flint Civil Service Commir- 
sion, City Hall, Flint 2, Michigan. 


SUPERVISOR MEDICAL NURSING: 366- 
bed general hospital with 150-student School of 
Nursing. Expansion program in progress. Ap- 
plicants should be in excellent health, between 
approximate ages of 26-45. B.S. degree in Nurs- 
ing with previous Head Nurse experience re- 
quired. Liberal salary range and employee bene- 
fits. Excellent working conditions in one of 
midwest’s foremost institutions, centrally located 
in city and convenient to outstanding residential 
and shopping facilities. Contact Personnel De- 





partment, Milwaukee Hospital, 2200 West Kil- 
bourn Avenue, Milwaukee 3, Wisconsin. 
INSTRUCTOR MEDICAL-CLINICAL: Must 


have B.S. degree in Nursing Education and a 
minimum of two years’ experience in two of 
the following positions: Instructor, Assistant 
Instructor, Head Nurse. $66-bed hospital; 160- 
student School of Nursing with three-year di- 
ploma course. Contact Personnel Department, 
Milwaukee Hospital, 2200 West Kilbourn Ave- 
nue, Milwaukee 3, Wisconsin. 
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IN MYTHOLOGY, the caduceus was the wand carried by 
Mercury as messenger of the gods. Today, the caduceus 
still heralds a message of vital importance, and it could 
very well be a symbol of the utmost significance in your 
life. As the emblem of the Army Nurse Corps, it calls 
you to a career of unlimited nursing opportunities. At 
whatever stage your nursing career may be, you will find 
the Army Nurse Corps offers you an outstanding program 
for educational, professional and personal rewards. 


If you are a student nurse, you will want to learn of the Army Student Nurse Program—an unusually 
attractive opportunity for students of proven ability to undertake a full-time study 
course in their own school without financial worry. Under this program, you would be 
enlisted in the Women’s Army Corps Reserve at the end of your second year in nursing 
school and continue your education for a period up to two years, receiving the full pay 
and allowances of an enlisted Reserve on active duty. In effect, you complete your aca- 
demic program under the sponsorship of the Army Medical Service. 


If you are a graduate nurse, you will want to learn of the Army Registered Nurse Student Program. Here, 
you will further your formal education for a year, have a chance to obtain a Bachelor’s 
or Master’s degree in nursing at an accredited school and obtain training in a nursing 
specialty of your choice. As you qualify for a position of leadership in nursing, you will 
also receive the full pay and allowances of an Army officer while in school. 


If you are a nurse interested in specialization, you will want to learn of the Army Postgraduate Clinical 
Programs, which offer courses in Anesthesia, Operating Room Nursing and Adminis- 
tration, Obstetrical Nursing and Neuropsychiatric Nursing. 


 —_ program you follow as an Army 
Nurse, you will take pride in being an indispen- 
sable member of the Army health team which 
has earned the respect of nations around the 
globe. And you will find many unique personal 
advantages as you serve your country with the 
rank, pay and prestige of an Army officer. 


You owe it to yourself to learn the full story 
of the remarkable professional career symbolized 
by the ancient caduceus. For full details—at no 
obligation—of what the Army Nurse Corps 
can mean to you, mail this coupon today. 


THE SURGEON GENERAL NW-4-58 
Department of the Army 

Washington 25, D. C. 

Attn: Chief, Personne! Division 


Please send free booklets on the Army Nurse Corps programs 
I have checked below. 


(J Army Student (J Army Registered () Army Postgraduate 
Nurse Program Nurse Student Program Clinical Programs 

















